RITISH 
JOURNAL 
—— 


1 that in 
{ Over jp 
30 1 took 
Is (pane| 
for work, 
he women 
98.6° and 
ight have 
eases, the 
ng. Con 
s of 1,161 
S Of any 
rent., and 
secondary 
pupils at 
febrile”: 
‘ent. were 
ons, from 
Yr normal 
le whose 
rmal tem- 
a_ higher 
often the 
uence of 
bear this 
examined, 
ng to the 
the tem: 
98.4° to 
the con: 
infectious 
thological 
ere is no 
of people 
F., even 
own that 
| thermo- 
nperature 
beginning 
. become 
vel being 


Borough 
e list of 
id posts, 
salth and 


ie Ministry: 
; (3) Island 
; (5) Poplar 
two mobile 
posts were 
d have been 


u, 11-12, 
!andbook 
of some 
index of 
ng, golf, 
_B. Mais 
in close 
le, sheep, 
orld. In 
rplexities 


me in 4 
y know: 


e on the 
that that 
{ annual 
actually 





BRITISH MEDICAL JOURNAL 


LONDON SATURDAY MAY 27 1939 





THE CONTROL OF DISEASE* 


The Right Hon. LORD HORDER, G.C.V.O., M.D., D.C.L., F.R.C.P. 


Physician in Ordinary to the King; Consulting Physician to St. Bartholomew's Hospital 


Mr. President, I appreciate very highly the honour which 
the Council of your College has done me in inviting me to 
deliver this the first Frederick Price Lecture. I have 
enjoyed the personal friendship of the Founder of the 
Lecture for the past thirty years, but I know his mental 
integrity to be such that he would never suggest my name 
to the Council on this account. That both he and the 
Council have generously thought that they saw other 
reasons for their choice fills me with a sense of pride and 
gratitude, not unmixed with anxiety. I know the present 
College benefactor well enough to say that he desires in- 
tensely that this lectureship shall, during the years that are 
to come, be the means of advancing the principles and 
practice of Medicine, a cause to which he has devoted his 
life ever since he left his alma mater here in Edinburgh. 
He had been a pupil of Grainger Stewart, John Wyllie, 
Greenfield, Thomas Fraser, Byrom Bramwell, George 
Gibson, James Affleck, and Robert Muir. I have often 
heard him say, what must be obvious to all of us, that 
the teaching of Medicine which he enjoyed was superb. 
If the contributions made by successive lecturers to this 
cause approximate to the standard which the founder 
has himself set for those of us who have from time to 
time collaborated with him, then I feel confident that the 
prestige of this College will, through this new foundation, 
be fully maintained. 


I 


The field covered by the title which I have chosen for 
this lecture is so enormous that I shall anticipate criticism 
which might otherwise be made in respect of omissions by 
saying that I propose a general survey of the present 
position rather than a detailed analysis of my subject. 

First of all, let me define it. I shall understand by the 


Control of Disease the “effective resistance of agencies — 


the operation of which would otherwise militate against 
the enjoyment of an optimum span of life.” As it seems 
to me, we have to-day arrived in this matter at that stage 
when, to borrow a simile that is topical, the forces of 
disease control are manceuvring for allies which will com- 
plete, or at any rate considerably strengthen, their collec- 
tive security. The collective security of man for man, 
in the protection of his health against aggression by 
disease, is the main theme of my lecture. As yet the 
aggressors are not held by superior forces, but the history 
Of disease control seems to show a gradual strengthening 
of these forces and the hope of an ultimate checkmate. 
It would be interesting to try to forecast how, and 
When, if ever, control will be absolute and security will 





* The first Frederick Price Lecture, delivered before the Royal 
College of Physicians of Edinburgh on May 15. 


be complete. Before indulging in such _ speculations, 
however, I propose to notice, at this point in our develop- 
ment, which are the laggard states and where. are the 
enemy's allies. 

Even though I shall do no more by way of historical 
survey than to trace briefly the stages, or steps, that man 
has taken towards this end, it is to be observed that here, 
as in so many of his activities, we cannot ignore the 
implications of the past if we are to deal adequately and 
faithfully with the present and the future. The present 
and the future are largely conditioned by the past, so that 
to wind the film of time back and try to evaluate the 
trends and achievements of even the past fifty years in 
Preventive Medicine would be no waste of time. It 
cannot be too often stressed that there is no start de novo 
either for Science or for Man. There are lessons to learn 
much further back than this, though here we can only 
glance at some of them. 


Dawn of Disease Control! 


If we look back to the dawn of human history we find 
our remote ancestors battling their way to survival with 
very rudimentary weapons. Disease control was first of 
all a matter of first aid, and instinctive and desperate at 
that. The story of the first efforts made by the small 
social unit called the tribe in this direction has been told 
so often and so well that it needs no retelling, but some of 
us still underestimate the achievements of the earliest 
civilizations in this sphere. To the nomads life was a 
kind of running fight against the major calamities, but 
the study of food production and sanitation as vital parts 
of the pattern of life of groups, of cities, and of States 
has a much longer history than many of us realize. In 
other words, the story of Preventive Medicine began long 
before Greece and Rome, for these societies are relatively 
medern when compared with those of Sumeria and Egypt. 
Public Health had begun with the building of brick drains 
nearly 2,000 years B.c., and even 3,000 B.c. some form of 
Public Hygiene existed amongst the pre-Aryans in India. 
But through all these centuries human life remained cheap 
and Medicine rudimentary and superstitious. The position 
therefore remained static, or advanced very little, and very 
irregularly, only to recede again. 

To the Greeks we owe that tremendous advance the 
introduction of the Hippocratic method—better known as 
Clinical Medicine. This is a contribution the importance 
of which cannot be overestimated. Without accurate 
observations of the signs of disease and accurate records 
of the course they run, a system of control could not begin 
to exist. To Rome we owe the birth of the civic sense 
the forerunner of what has, through the generations 
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developed into municipal government and the ~ local 
authority,” a corporate body that has become an essential 
feature in our Health Services. With their genius for 
colonization abroad the Romans exercised wholesome 
control at home, and both of these processes were of great 
value in checking disease. 

So long as slave labour was abundant so long the human 
unit remained of litthe consequence and Medicine re- 
mained the prerogative of the rich. But the “healt of 
the few cannot be assured in a community which allows 
disease amongst the many,” and so the few soon found that 
if they wished to keep themselves even relatively immune 
they must organize, in some degree at any rate, the lives 
of the many. Such organization formed the beginnings 
of disease control, or Preventive Medicine as we now 
know it. 


Influence of Religton 


During the first centuries that followed upon the decay 
of the Graeco-Roman civilizations, even though Science 
was marking time or being buried under the lumber of 
faiths and fears, quackeries and dogmas, Christianity was 
getting its spiritual and material hold upon the peoples 
of Europe. This fact led directly to an appreciation of 
the value of the human unit, and in terms of disease 
control nothing could be of greater significance than this. 
The body was the temple of the soul, and _ theretore, 
though the mystics scorned it and were even ashamed of 
it (a minority view which is dimly reflected in certain cults 
even to-day), in the general view of the Church it was 
for this reason worth preserving. In Western Europe 
Medicine was fostered by the monastic foundations, and 
the medical schools of purely ecclesiastical universities 
For the first time the economics of living received atten- 
tion ; the struggle against hunger became linked with the 
struggle against disease. This link has become more and 
more intimate, and is now inescapable: agriculture and 
horticulture—biotechnology in fact—can never again be 
separated from the progress ot Medicine. 

Finally, in this particular sequence, comes the great 
advance made by the establishment of hospitals, the first 
coherent effort at disease control. Hospitals were a direct 
outcome of the Christianization of Europe: the care of the 
sick poor, whether from the growing motive of brotherly 
kindness or for the glory of God or, as was, and is, not 
infrequently, the case, simply for the salvation of the soul 
of the benefactor. Sufferings which had hitherto been 
deemed the act of God or of the Devil, and so unavoid- 
able, were combated by a continuous and organized 
warfare. 

Public Hygiene 


About the middle of the fourteenth century it was first 
appreciated that insanitary conditions were associated 
with the spread of contagious diseases. In the time of 
Edward III, for example, the City of London was 
admonished in a Royal Order about “fumes and abomin- 
able stenches”” resulting from the failure to control the 
disposal of refuse. Meantime, diseases like Leprosy, from 
their very terror, impelled to measures of control, ofttimes 
of heartless severity, and the responsibility and risk of 
these measures naturally fell to the physician, who began 
to earn the reputation of protector, or Health-man, a 
function which has gone on increasing through the 
centuries. His prestige in this direction rose at the same 
time as the religious background of his professional work 
fell away, as it did fall away during those turbulent 
years when the Reformation and the Renascence led men 
to question the superstitions which had for so long 





———., 


obscured the clarity of the Greeks, whose methods were 
based solely upon careful observations. In short, Medi. 
cine treed itself trom Religion just as Science did. and 
disease control gained considerably by the process. 

The Great Plague epidemics gave a fresh stimulus to 
measures of Public Hygiene. Among these were the first 
quarantine orders issued in 1663. Incidentally the Great 
Fire, that “ most drastic of all sanitary reformers,” was a 
quite involuntary effort in the same direction. That there 
Was a growing consciousness of the importance of disease 
control about this time is shown by the interest taken in 
what we now call Vital Statistics. Bills of Mortality were 
introduced, and these concerned themselves with the health, 
as Well as with the taxable value, of the population. The 
rudimentary elements of Life Insurance, appearing about 
the same time, indicated again that life and health were 
beginning to atiract notice for their own sake. 

On the civic side in this seventeenth century the factors 
of disease control began slowly to mobilize. The Govern- 
ment, too, recognized the necessity for liaison with an 
organization of experts, and we trace to these times the 
accelerating power of war (or fear of war) on the sciences 
that bear upon health. The “Invisible College,” which 
was the embryo of the Royal Society, and the new founda- 
tion of the Royal College of Physicians, assisted in imple- 
menting this urge towards organizing against disease in 
addition to organizing for progress in the art and science 
of life. In 1665 the Royal Society issued its famous 
“Heads of Enquiries,” an effort towards a scientifically 
planned food production. Persons skilled in husbandry 
were invited to impart their knowledge for the common 
benefit of the country. Hogben quotes Lennard as saying 
that this was “a brave attempt to link up book learning 
and scientific research with the experience of practical 
farmers.” That was nearly 300 years ago. To-day we 
have the science and the experience. but we still lack the 
planning. 


Reawakening of Medicine 


1 must not stay to deal adequately with those amazing 
one hundred years covered by the second half of the 
seventeenth and the first half of the eighteenth centuries. 
The tempe quickened, and Medicine and Science came 
awake again. The intellectual and scientific excitement 
of these times, with the astounding vitality of the will to 
discovery, must have been tremendous. Hippocrates had 
been separated from the world of Medicine by the Dark 
Ages, but now from the springboard of the Renascence 
and from the genius of Leonardo and Vesalius there 
arose, during these virile years, Harvey and Morgagni. 
The race to a greater understanding of the machinery of 
the human body began. Giants like Sydenham and 
Hunter, pioneers in Clinical Medicine and in Pathology, 
were urged to accelerate the pace by the crying needs for 
more and more knowledge. 

Regional and Occupational Diseases pressed for atten- 
tion. With a new conception of the worth of the human 
unit to Society came the need to alleviate the sufferings 
of persons hitherto regarded individually as of little im- 
portance—soldiers and sailors and the rank and file of the 
nation. In the prevention of scurvy, to take only one 
example, the science of vitamins saw its birth. The 
French Revolution and the new humanity born of its 
pangs contributed not a little to the drive towards cleansing 
the body social of its grosser invitations to disease ; and 
the humanitarian, the social reformer, and the scientific 
researcher were at last properly lined up. The abolition 
of gaol fever was the result of this new team-work. 
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But exciting though all this groundwork was, the control 
of disease awaited the acquisition of new tools for its 
really effective advance. This came with Leeuwenhoek’s 
discovery of the microscope in 1683, “letting science in” 
upon a whole new world in which resided the already 
suspected, but till then unseen, essential causes of the 
infectious diseases. The solution of the problems of bio- 
technology lay open for man’s exploitation. All this paved 
the way for Pasteur, as the result of whose genius and 
labours the Aristotelian doctrine in its bearing upon disease 


at long last died. 


The Accelerating Influence of War 


I spoke of war as an accelerating influence. Twice was 
this strikingly demonstrated. The Crimea provided the 
background on which the work of Pasteur was tested on 
the large scale. Not only so, but there, too, military 
hygiene and sanitation were revolutionized by the human 
efforts of Florence Nightingale. It needed the war of 
1870 to concentrate attention upon the horrors of surgical 
methods and results. ‘He who conquers purulent infec- 
tion deserves a golden statue,” exclaimed the great Nélaton 
in sheer despair at the sight of the victims in hospital 
during the siege of Paris. In the history of disease control 
the statue has been raised jointly to Pasteur and Lister. 

During and just after a waz clinical material comes 
before us not in single file but in battalions. This was 
so in the Boer War, which gave us a unique opportunity 
of testing Wright's anti-typhoid serum. It was so in the 
Great War, when shell-shock and allied mental states gave 
a fillip to psychotherapy. The technique of blood trans- 
fusion was greatly improved and methods of therapy in 
severe sepsis became established. 

Such happenings do not provide a defence of war: 
there is no defence for war: war is always dysgenic, 
destroying the most fit and leaving the most unfit: and 
though one or two steps may be taken forward by 
Medicine, a hundred steps that might be taken forward 
are halted, it may be for many years. All that these 
things show is the fortuitous element in human progress. 
If war should come again, war having the dimensions 
that a large-scale modern war must inevitably have, there 
is nothing by way of a principle in disease control, 
analogous to these benefits, that can readily be thought 
of as accruing from it. And yet if there accrued the 
recognition of a brotherhood amongst men this would, 
I suppose, be the greatest benefit of all. 


Advances Made During the Past Century 


That the control of disease has made great strides 
during the past century, and especially during the latter 
half of it, is a truism. Whether we consider prophylaxis 
or treatment the advance has been on lines of geometrical, 
a against arithmetical, progression when compared with 
any similar period in man’s history. This is the result 
of the extended front to which I have referred. Physicians, 
surgeons, chemists, physiologists, bacteriologists, physicists, 
geneticists, psychologists, and statesmen—all have made 
their contributions, and some of the most striking of 
these have been due to co-ordinated research between two 
Or more experts trained in different fields. The front has 
become deeper as well as longer. 

In prophylaxis the tracking down of the intermediate 
hosts made use of by the malarial and other parasites, 
and the measures taken to suppress them, have added a 
brilliant chapter to Preventive Medicine. The names of 
Laveran, Manson, Ross, Gorgas, and MacCallum are con- 
spicuous in this field. Immunology, introduced in its 


single example by Jenner, became a science under Behring 
and Kitasato, with their preparation and standardization 
of specific antitoxins for the treatment and prevention 
of diphtheria and tetanus. 

Chemotherapy, a very ancient but empirical method 
of control, receiving from time to time valuable aid from 
the chemist by the isolation of active therapeutic principles 
from crude drugs, and by the preparation synthetically 
of these same principles and of equally useful modifica- 
tions of them—chemotherapy took on a rational form 
under Ehrlich. The demonstration that a definite chemical 
affinity existed between the constitution of a drug and its 
action in the body led Ehrlich to seek for some substance 
which, injected into the blood stream, should act as a 
universal sterilizing agent. His ambition was not realized, 
but in the pursuit of it he not only added enormously to 
our power of controlling syphilis, he gave a forcible 
stimulus to chemotherapy, which has resulted, even during 
the past few years, in the addition of a series of com- 
pounds of the greatest service to our pharmacopoeia. 


Chemotherapy v. Immunology 


A friendly rivalry has for a long time existed between 
these two last-named therapeutic methods. Alternately, 
the chemotherapist and the immunologist has held the 
field. The most recent score, and a very high one, is 
with the chemist. I refer to the introduction of the 
sulphonamide compounds and their success in the treat- 
ment of certain acute coccal and bacillary infections. 
Although the first azo-dyes containing the sulphonamide 
group were isolated as long ago as 1908 they were only 
tested clinically in the years 1933 to 1935. In the latter 
of these years a German worker named Domagk found 
that the compound called prontosil was effective against 
a lethal dose of haemolytic streptococci injected into the 
peritoneum of the mouse. Intensive study of this and 
allied substances, both in animals and in man, quickly 
followed. Chemists, experimental pathologists, and 
clinicians all took part, and a flood of communications 
on the subject rapidly appeared. Already these com- 
pounds have made good in many forms of highly patho- 
genic coccal infections, such as erysipelas, puerperal 
fever, pneumococcal, gonococcal, and meningococcal 
diseases, and also in certain coliform diseases. The field 
is by no means yet fully explored, but we may even 
now confidently affirm that the early promise of success 
for these new drugs is more than justified. The effective 
blood content of the active substances is being ascertained 
and the indications and contraindications are becoming 
widely known. Since the brilliant work of Ehrlich and 
his pupils thirty years ago there has been no chapter in 
chemotherapy to equal this. The rapidity with which 
this new therapeutic measure has become an established 
practice, and the degree of control that is possible, illus- 
trate in striking fashion the power of modern Medicine 
to add effectively and rapidly to the _ physician’s 
armamentarium. 

No wonder the pendulum has recently swung far in 
the direction of a preference for using the new type 
of remedy to the exclusion of the old. This does but 
illustrate a common weakness inherent in human nature. 
Sera and blood antiseptics are not mutually exclusive, 
they are supplementary the one to the other. Even so, 
the specificity of antitoxins and other immunological 
measures in the prophylactic and curative treatment of 
diphtheria and tetanus remains unchallenged, and we shall 
doubtless see the pendulum swing again when once more 
the limits of chemotherapy seem for a time to be reached. 
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The Viruses 


The last of the known microbic causes of disease to 
resist our efforts at control are the viruses, and this 
statement applies equally to preventive and to curative 
measures. Evidence is already convincing that this group 
of infective agents is responsible for such important dis- 
eases as the common cold, influenza, measles, encephalitis, 
and poliomyelitis. In the case of two other virus diseases 
—small-pox and rabies—principles of control have for a 
long time been established, in the former by vaccination 
and in the latter by the systematic muzzling of dogs. 

Concerning cancer there is much more debate, but 
the hypothesis that this disease is also due to elementary 
particles of virus nature, colonizing inside the cancer cell 
and possessing the characters of a very strict parasite, 
would explain most, if not all, of the facts at present 
known to us. Control still lags in regard to this particular 
scourge, but many of us believe that the concentrated 
attack that is now being made upon it is likely to achieve 
results in the near future. Whether we shall attain 
control before we have established the cause, or not, it is 
impossible to say. Meantime, in addition to continuing 
research into causes it is improbable that we have yet 
reached the limits of therapy by radium and x rays, and 
in certain situations such as the stomach and _ bowels 
effective surgery, which alone at present makes recovery 
possible, depends upon early and accurate diagnosis. 

The phenomenal success that followed the discovery of 
the sulphonamide group of drugs in their application to 
infections due to certain bacteria of the coccal and 
bacillary type led very naturally to their use in a number 
of virus diseases, but with disappointing results. Some 
tempting results have, however, been claimed by a few 
workers in influenza, the common cold, distemper in dogs, 
and trachoma, and these results do not, in the judgment 
of G. M. Findlay, who has studied the literature very 
thoroughly, appear to be merely due to the effect of the 
remedies upon the secondary bacterial infections which so 
frequently complicate virus diseases. It seems clear, how- 
ever, that, taking the virus group as a whole, its control by 
chemotherapy, whether in its prophylactic or in its curative 
action, is a matter for future research. 

In the meantime some degree of prophylaxis in certain 
of the virus diseases has been achieved by the use of serum 
from convalescent patients, and in the case of measles 
this form of control has passed the experimental stage 
and has become of definite practical value. The Ministry 
of Health keeps a pool of anti-measles serum the efficacy 
of which in inducing passive immunity is undoubted. The 
same method of therapy has been used extensively in 
poliomyelitis, though with less convincing results. The 
principle illustrates the ever-extending front of disease 
control, and is another example of co-operation by the 
public in its own interest—a veritable and unchallenged 
instance of true communism. It is to be hoped, though 
not for this reason alone, that the principle may be found 
of greater service in the future. 


II 
The Machinery of Control 


The machinery by which the control of disease is under- 
taken up to the limits of our present knowledge has 
become more and more elaborate or, to use another simile, 
the battle front has become more and more extended. To 
the doctor, making that personal and all-important contact 
with the individual citizen which is the spearhead of the 
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attack, there has been added the medical officer of health 
who implements the powers of the local authority acting 
on behalf of the Ministry. For the past twenty years 
there has also been added an international clearing-house 
in health matters, resident in the League of Nations, an 
organization which has grown as much in value and 
prestige hygienically as it has dwindled _ politically, 
Pathetically, the health activities of the League remain 
as a rock, whilst the swirling passions of international 
politics surge around it, washing away the very founda. 
tions of that amity of nations for which the League was 
constructed. Let us hope that this rock will prove a base 
upon which another and permanent League of good will 
and honest endeavour may be built. 

The front does not end here. Potentially of extreme 
importance, we now see a slowly increasing body of 
Health Education supplementing these elements. We also 
see Woman becoming a vital factor in the fight for Health, 
Then there is to be noted the contribution made through 
Industry. And lastly there is the citizen himself, without 
whose voluntary co-operation the battle front will always 
be vulnerable. It is necessary to examine some of these 
sectors opposed to the enemy a little more closely. 


1. The Citizen 


Let me begin with the citizen, the individual unit for 
whose welfare all this machinery exists. He has not only 
a natural lust for a healthy life of the body, he has also 
a lust to find out what is valid in the life of the spirit. 
But we must not forget that before either of these things 
stirs him he has certain basic needs that demand satis- 
faction and without which he cannot be actively interested 
in Health, either personal or public—enough of the right 
food, decent shelter and clothing, a job of work with 
opportunity for play and access to sunshine and fresh air. 
Simple things these, but things without which Health and 
Happiness are a mirage which the most devoted and 
diligent doctor or medical officer of health cannot bring 
to earth. 

At this point the control of disease conflicts with 
Economics. To preach Health to the underfed or over- 
crowded is a hypocrisy, and so long as there are millions 
of citizens living below the poverty line so long will the 
practical control of disease lag behind. True, there are 
also millions of folk above the poverty line who are not 
using the means of defence that are available to them. 
For these the primitive lust of which I spoke must be 
transmuted into a passion and a purpose, which is the 
aim of Education if taken in its truest sense. But an ideal 
Health Service should be so constructed that the citizen 
has no excuse not to be healthy, and in order to achieve 
this consummation the “link-up” of Medicine with 
Economics becomes imperative. Such a “ link-up” has 
not yet been attempted in this country. There has been 
much talk about nutrition, but as yet there has been no 
effort at a long-view policy which will help to implement 
recent knowledge on the subject in terms of improved 
national health. It is surely the duty of the doctor to 
stress the importance of such a policy, even though the 
politician’s answer at present may be that he has no time 
or money to devote to such a matter. 

But it is not, of course, only the things of the body 
that must be made secure for the citizen if we are to get 
his active attention and help in this fight. Not “ by bread 
alone ~ shall we ever arm him for effective service. The 
question of security—for his family, for his job, and for 
his beliefs—arises. Without some degree of equanimity 
in regard to these things, without nutrition for his soul, 
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no man is a good soldier in any battle. Herein lies the 
value of wise leadership: the influence upon the nerve 
health of any nation exercised by good or bad statesman- 
ship is incalculable. More and more is the modern 
citizen dependent upon a vision ahead of him, which he 
can understand and to which he can subscribe, if he is 
to resist disease. 


2. The Doctor 


Accessibility of both preventive and curative Health 
Services to every member of the community, which is the 
jdeal to aim at, means personal contact of the doctor 
with the family as a unit, with the whole of the family, 
both the breadwinner and his dependants, when not sick as 
well as when sick: a real personal contact, not contact by 
propaganda, nor by health education, nor even by the 
provision of hospitals: the home should be brought under 
the doctor’s scrutiny as well as its inmates. The best part 
of any doctor’s work must always be domiciliary. The 
citizen should have free choice of his doctor and should 
enjoy continuity of care trom him up to the point where 
institutional treatment is indicated and past that point 
whenever possible. Necessary ancillary services should be 
made easily available for him—hospitals, sanatoria, 
nursing, specialist advice, transport. 

I must not stay to deal with the question of the doctor's 
efficiency and how to maintain it by postgraduate facilities, 
though these are important points in this connexion. The 
more the doctor becomes a public servant, the more should 
be done for him and for the community in this respect. 
In this country postgraduate education has lagged far 
behind that of other nations. Every large centre should 
possess a fully equipped Postgraduate Hospital and School, 
and attendance by a rota should be made compulsory. 


3. The State 


Passing to the function of the State in Disease Control, 
Mr. Walter Elliot has recently told us that “ . . . Life and 
Death are the raw materials of the State, and those deal- 
ing with Life and Death must always and inevitably be 
under some compulsory connexion with the State, call it 
organization or what you will.” But Life and Death are 
basic and ultimate; Health is variable. ‘ More life and 
fuller ““—not a bad definition of Health—which is our 
increasing need, can be the concern of the State just as 


much as “ Life and Death,” given the vision and good will 


which the State has a right to expect from the doctor and 
the doctor from the State. The existence of thousands 
of medical officers of health need not put the private 
Practitioner out of his stride. The work of this group is 
supplemental to, not exclusive of, the work of the family 
doctor. Conflict implies a lack of appreciation of each 
other's functions, and provides but a spurious argument 
in favour of a “ State Medical Service,” which, indeed, is 
ill adapted to such a highly individualized society as ours. 
To the duty of the State in regard to the overlap of 
Economics with disease control I have already referred. 


4. Health Education 


What degree of help in the control of disease may 
reasonably be expected from Education? I have already 
Said that the units of any State being the citizens their 
active and intelligent co-operation is essential to the 
Success of any policy or measure bearing upon health. 
Though he can be, and is, saved from many diseases 
IN spite of himself, the citizen cannot be made healthy, 
because health is an active and not a passive thing. 


It is not merely freedom from disease. In a democratic 
State the citizen’s attitude must be that of “ owner driver,” 
not that of mere passenger. In countries that boast them- 
selves as being “free” most acts of self-injury, or even 
of self-destruction, are permitted if they do not come 
under the legal definition of suicide. When the subject 
of quack medicines and their intimidating advertisements 
came under discussion in the House of Lords recently the 
Government apologist reminded their Lordships that 
“people have the right to make fools of themselves” if 
they so desire. But this principle is not acted upon 
consistently: the citizen is protected by the State against 
his own folly in a number of directions. 

An analysis of our educational efforts in regard to the 
control of disease, admirable though they are, reveals that 
in many instances they are cancelled out by forces that 
meet the young citizen as soon as he is “on his own.” 
The teaching of elementary hygiene is increasing in 
excellence, but the trouble is that the majority of young 
workers find themselves quite unable to carry out most 
of the rules that they have been taught in the schools. 
I shall consider presently how Industry has to some extent 
helped to deal with this difficulty. But, speaking generally, 
poverty blocks our educational efforts in many ways, 
because, as I have already remarked, to teach and to 
preach Health to the underfed and badly housed lacks 
conviction in the minds of both teacher and taught. 

Again, health talks are largely neutralized to-day by 
the growing spate of advertisements of quack medicines 
and quack foods carrying with them the mass suggestion 
that without their use disease of some sort is unavoidable. 
Instruction on diet and nutrition is largely lost on the 
very citizens who need it most because the politician and 
the economist have not yet begun to tackle the problems 
of food production and food distribution. Some of the 
slogans heard about diet cannot be honestly endorsed by 
doctors because of their inconsistency. “* Drink more 
milk,” for example. How can we support this inspired 
advice when the Government continues to keep up the 
price of milk for human consumption and refuses to 
encourage pasteurization? 


5. Emergence of Woman 


It is not without interest to consider if the ‘“ Emergence 
of Woman” in executive positions, and the preponderant 
influence exercised by women’s interests in several social 
fields, may not prove to be of considerable importance 
in Health Education, viewed in its widest sense. In the 
first of these relations may be put town councillors, 
doctors (both private and civic), industrial psychologists, 
dietitians, the heads of commissariat in various institu- 
tions, probation officers, almoners, and welfare and estate 
officers. In the second relation we have the influence of 
women as exercised in the non-political press, the radio, 
the films, and in advertisements. 

There are several reasons for thinking that Health 
Education for the control of the simple diseases and of 
conditions which make for ill-health will in the future 
be undertaken largely by women. They have already Jed 
the way in the matter of more rational dress and also 
in house ménage, in which matter, as in some others, 
they have shown a tendency towards a healthy revolt 
against silly and health-sapping drudgery. Women, much 
more than men, are brought into close contact with the 
daily routine of the individual and of the family. For 
this reason they deal at first hand with those basic 
necessities of life out of which the very foundations of 
health are built. 








1076 May 27, 1939 


CONTROL OF DISEASE 


THE Britisy ~ 
MEDICAL JouRNAL 





Women. as I say, get a “close-up” with these things, 
and this “ close-up ” is independent of economics, of law, 
and of science. It is the duty of economics and social 
legislation to make these things available; it is the duty 
of science to explain why they are necessary. But it is 
the citizen, and especially the woman in the home and 
in society, who utilizes them in the direction of the 
preservation of health. The woman is therefore the unit 
which it is most important to recruit in the process of 
extending this part of the front in our efforts to control 
disease. 

By an easy transition we pass from the woman in the 
community to the family unit, of which she is undoubtedly 
the key member. In a manner that is now becoming 
much clearer to us we must look at disease control as 
an everyday business rather than as a casual or occasional 
affair, such as going to see a doctor when a member of 
the family is ill. In my conception of the matter it will 
not be until health education takes the form of demon- 
strating within the family unit that its day-to-day routine 
is making a contribution to good health, or is sowing the 
seeds of ill-health, that the control of disease will arrive 
at its optimum of possibilities. To attain this end we 
may need some form of organization which will develop 
within the very framework of our social life—as a volun- 
tary and not as an official process—this idea of health 
as being a going concern, to be enjoyed by all who will, 
and as a prerogative, if not of the people's own creation, 
certainly of their own maintenance. 

In the Pioneer Health Centre, which we are to-day 
witnessing as a scale experiment at Peckham, we have an 
example of what can be done in this direction by people 
of vision and courage. Undertaken nationally rather than 
voluntarily, the scheme probably holds out more hope 
for the future than anything of this type that has yet 
been attempted. 


6. Industry 


The control front has developed in still another direc- 
tion during the past two decades. I refer to Industrial and 
Commercial Enterprise. We have recently seen an effort, 
to which both Capitalism and Trades Unionism have 
contributed, to remedy some of the ill effects upon the 
people’s health of the industrialization and urbanization 
of a nation that springs to a large degree from yeoman 
stock. This effort, made by the wealthiest section of our 
highly complex national life to offset the effects of its 
success upon the body and soul of the men and women 
who make its money for it, is likely to increase con- 
siderably in the future. 

This task of combating the dysgenic effects of the 
changed environment of the workers presents several 
phases. Insurance schemes come into this category, 
including the various benefits under the National Insur- 
ance Scheme. So do State and Trades Union control of 
working hours, working conditions, wages, and the age of 
the workers. So does Factory Legislation, including factory 
first aid and factory welfare. So does Industrial Psycho- 
logy, with its vocational selection and guidance and its 
planning in regard to workrooms and working efficiency. 
The Bournville scheme, with its apprenticeship classes, is 
an interesting and highly successful example of this same 
principle, tending to raise considerably the hygienic 
standard of the workers and operating during the whole 
of their life. Then there are several by-products of this 


advance the significance of which might easily escape 
attention unless the student of sociology is alive to their 





meaning. In teaching and in research Medicine is being 
richly endowed by wealthy industrial magnates both hep 
and in America. Inquiries into social and health cq, 
ditions, made by organized groups of experts and pro. 
ducing reports of great value, are subsidized, or ar 
entirely supported, by rich business firms. 


All these numerous and widespread efforts to keep th 
workers healthy and contented, and—let it be admitted 
profitable, must be included in our estimate of the factor 
making for disease control. The employer saves wastage 
accidents, “absences through illness,” and gets more an¢ 
better work from his employees. The employees ar 
fitter and (in the main, when not soured by the dema. 
gogue) happier. Whatever the motive, whether it be pur 
self-interest, or altruism, or overdue conscience money, 
or a mixture of all three of these (as it most often is) 
the result is a definite contribution to the lessening of 
disability and of disease. Unless in this country we 
change from our present capitalist system to a greater 
degree of State ownership all this work must inevitably 
increase and become more and more an important part 
of the line of defence against disease.. 

The weakest part of ‘this particular sector is that which 
is precariously held by folk concerned in small businesses, 
domestic service, “city offices,” and the like—folk who 
are not intelligent enough or sufficiently well off to make 
any provision for their workers. and ofttimes for them- 
selves, on the lines just mentioned. There are thousands of 
these houses and rooms which are never inspected and 
whose occupants are under no sort of control. 


Consideration of the main phases through which disease 
control has passed during that portion of time which we 
can properly study shows that these have been three. At 
first the sphere of progress was physical and chemical, 
then it became biological, and after that psychological. 
These phases overlap. We are still largely in the bio- 
logical sphere: many of us, even yet, hesitate to accept 
the principle of the biological control of life. Genetics is 
a new science. Such important forms of control as the 
voluntary sterilization of the carriers of hereditable disease, 
and teaching mothers how to space their childbirths, 
continue to receive powerful opposition. In the psycho- 
logical field the tempo is slower still. 

And yet it is in these two spheres of biological and 
psychological control that we see most of our recent 
progress to have taken place. We may get a good indica- 
tion of the direction in which the control front has 
extended during the past twenty-five years if we compare 
the contents of the first edition of Professor Rosenau’s 
classical textbook on Preventive Medicine and Hygiene, 
published in 1914, with the sixth edition, published in 
1935. The new sections in the last edition include 
maternal mortality, infant mortality, housing, health 
education, ocular hygiene, noise, mental hygiene for the 
normal, sex hygiene, and child hygiene. 

I raised the question at the beginning of this lecture 
whether or no we are ever likely to get complete control 
over disease. It is a question that excites the imagina- 
tion. Jf we breed good stock. if we “ get back to Nature” 
in the matter of food and air and sun, if we are 
clean, if we achieve equanimity, and if we are really con- 
vinced that it is “ better being well than ill “—shall we 
then be free from disease? Will control be absolute? 
Shall we live an effective life into very old age. and, at 
last, “like ripe fruit drop into our mother’s lap”? OF 
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will it be with Health as the wise man warned us it is with 
Happiness: shall we call no man healthy until he is dead? 

Ultimately the answer to this question must depend 
upon the two things, interaction between which constitutes 
disease: one is the causative agents of disease, and the 
other is man himself. Changes in either, or in both, 
of these would delay control, it may be indefinitely, and 
change is of the very essence of living things: change, but 
also persistence. Elsewhere I have dealt with an aspect 
of this matter in speaking about New Diseases and Old. 
In relation to the large field of microbic diseases, to name 
only one, there are elemental forces at work which still 
confound the epidemiologist. 

And what of man himself? Will man invent new 
diseases as time goes on? Is he less inscrutable, less 
wilful, less errant, because modern psychology has made 
his nature more clear to us? Or will he always be as 
Henry Vaughan depicted him? 


Man hath still either toyes, or Care, 
He hath no root, nor to one place is tied, 
But ever restless and Irregular 
About this earth doth run and ride, 
He knows he hath a home, but scarce knows where, 
He says it is so far 
That he hath quite forgot how to go there. 
He knocks at all doors. strays and roams, 
Nay hath not so much wit as some stones have 
Which in the darkest nights point to their homes, 
By some hid sense their Maker gave; 
Man is the shuttle, to whose winding quest 
And passage through these looms 
God ordered motion, but ordained no rest.” 


Upon the result of such speculations as these depends 
the answer to the intriguing question with which I began, 
and with which I now close. 





ZINC-PROTAMINE-INSULIN IN DIABETES 
TREATMENT BY ONE DAILY INJECTION 
BY 


R. D. LAWRENCE, M.D., F.R.C.P. 
(From the Diabetic Clinic, King’s College Hospital) 


Protamine-insulin compounds have been used in_ this 
country for three years, and sufficient time has passed to 
appraise their value in the treatment of diabetes. The 
earlier insulin was a clear soluble preparation, but the 
addition of protamine produces a cloudy precipitated 
compound which is more slowly absorbed from the site of 
injection and hence slower and more prolonged in its 
action, At first a simple insulin-protamine compound (Leo 
insulin retard) was used in this country, but later it was 
found that the addition of traces of zinc made the com- 
pound still less soluble and more prolonged in action. 
Zinc-protamine-insulin is the only protamine compound 
manufactured here, and it is more generally useful than 
the original preparation ; therefore its use alone will be 
described. 

Insulin treatment has never been as simple as giving 
a bottle of medicine, and in the past it usually involved 
two or even three injections a day—no easy matter for 
Many patients. The new type of treatment is sufficiently 
different from the old to introduce at first new com- 
plexities for the practitioner accustomed to the latter. 
But [ hope to show that treatment with zinc-protamine- 
insulin is easier and simpler for the doctor and his 
Patients, and that it ought to extend the benefit of insulin 
to thousands of patients who, although they needed it, did 


not get it. Indeed, the qualities of zinc-protamine-insulin 
make it the practitioner’s insulin for choice. 


Insulin Requirements of Different Diabetics 


Before we pass to the details of the new treatment it is 
important to consider the varying degrees of insulin defi- 
ciency in diabetics, because the difference between a mild 
and a severe case is so great as to require an almost 
entirely different use of insulin. We have reason to 
believe (Lawrence and Archer, 1936) that in normal people 
there is (1) a small continuous secretion of insulin, a basal 
secretion, which controls endogenous sugar production and 
controls the fasting blood sugar, and (2) an increased 
secretion after meals to deal with the absorbed carbo- 
hydrate. In diabetics both these aspects of insulin secre- 
tion are defective, but the clinical pictures vary widely 
with the degree of insufficiency. Mild cases, still producing 
some insulin, are controlled either by diet alone or by 
small added doses of insulin which are necessary mainly 
to deal with carbohydrate food, the patient’s own basal 
supply of insulin being sufficient to keep the blood sugar 
normal, or nearly so, except after meals. In more severe 
cases injected insulin is required not only to deal direct 
with carbohydrate food but to control the continuous out- 
pouring of sugar (and acetone bodies) in the fasting con- 
dition. The problem of maintaining diabetic control and 
good health in mild cases is therefore very different from 
that of severe cases. The properties of the various insulin 
preparations are summarized in Table I. 


TABLE I.—Adults 











mer Commonest Remarks 
~—s In Doses Duration of Action Time of on Type of 
: Hypoglyc. Action 
Soluble to 10 units 5-6 hours 2-4 hours aS 
| Quick and 
20 = 3-6 , strong. 
Sei * 6-8  — Balances much 
to 40, +| 10-12 with big doses | 6-8 ) | carbohydrate 
Retard to 20 units 8-10 hours 4-6 hours 
Slower. 
040 ,, 12-16 ,. 6-9 Balances less 


) carbohydrate 




















10 60——="», Occasionally 24 hours 712-3 

Zinc- to 10 units 6-8 hours 5 hours 

protamine- 
insulin t6:20 tol2 ;, 8-12 ,, Very slow. 
, \ | Balances carbo- 
to 30 =, to 18-24 hours 8-20 ,, | | hydrate poorly 
40 units or | 24 hours or longer 16-24 ,, } 
more 





Soluble insulin is quick and strong in controlling the 
sugar from the carbohydrate meal following, but it is 
so short-lived in action that one or even two dcses never 
provide a continuous supply. It acts in strong waves, 
which may even produce hypoglycaemia twice a day 
without preventing a relapse of sugar and ketosis in severe 
cases when its action is exhausted in six to nine hours. 
Zinc-protamine-insulin, on the contrary, provides a con- 
stant small amount of circulating insulin sufficient for a 
basal supply but too weak to control sugar after carbo- 
hydrate meals. It is also more irregular in its action 
from day to day than two doses of soluble insulin, pos- 
sibly because of more irregular absorption. When these 
contrasting qualities are realized, the value and limitations 
of the old and the new insulin in treatment are easily 
appreciated. 

When a new case of diabetes is discovered it is often 
difficult to decide whether insulin is necessary at once. In 
this decision the tests for acetone (ketone) bodies are even 
more important than the degree of glycosuria and hyper- 
glycaemia. If ketonuria is present in more than traces 
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insulin should be — if not, diet alone may be tried 
for some three weeks, and then insulin added if diet fails 
to control] the sugar. With zinc-protamine-insulin, as with 
all types of insulin, it is impossible to predict what dose 
will ultimately be necessary. This has to be found by 
giving a trial initial dose, observing its effect on urine 
and (when possible) blocd tests, and adjusting the dose 
up and down according to results. The treatment of mild 
and severe cases with zinc-protamine-insulin is the same 
at first, and I shall describe the method of treating a new 
case (with no dangerous ketosis) in which insulin is deemed 
necessary (see Table II). 























TABLE I1.—Mild Case 
| i 
Day — 7a.m. 8 a.m. Ilam.| | p.m.| 4 p.m l7 p.m.| 10 p.m. 
Units 

Is 900 14441444299 1+4+41+++1++00 | ++1 +++ ~~ 
2nd 30 + + + /190 +++ +3 0 0 + 
3rd 30 t 0,156 trace 0 0 0 
4th 30 0 0/110 trace | 0 0 0 0 
Sth 20 0 0.080 trace trace trace = 
6th 24 trace 0,150 trace 0 0 trace 
7th 24 0 0,120 + 0/130} 0,103 0/090 | trace /150 
Diet : Carbohyd., grammes: 40 as 20 30 410 




















Remarks.— Urine sugar by Benedict's qualitative test on specimens passed 
before meals: + = 4°; trace = 0.5%, sugar approximately. Illustrative 
blood-sugar readings (mg. per 100 ccm.) taken just before meals are inserted 
beside the urine test. Insulin given at 8.30 a.m. Breakfast at 9 a.m. 

FINDING THE 

The first step is to discover what I have called the 
basal dose, that which will continue its action for twenty- 
four hours and keep the blood sugar normal before 
breakfast and yet cause no hypoglycaemia during the 
night. I usually give adults about 30 units before break- 
fast as the first dose, unless I have reason to think the 
case is unusually mild, when 20 might be given. Children 
mostly receive about 20 units and infants 6 to 10 units. 
I think it a waste of time to give adults such small initial 
doses as 5 to 10 units (recommended by some writers). to 
be increased slowly later. The first dose does not show its 
full effect for two to four days, as the action is slow and 
partly cumulative. 

Although fasting blood-sugar estimations are the most 
accurate index of the best basal dose, they are not strictly 
necessary, and can be replaced by tests on two samples ot 
urine—-one passed on waking to void any sugar which may 
have entered the bladder soon after bedtime, and a second, 
just before breakfast, to indicate the approximate level of 
the blood sugar at that time. The importance of two tests 
(or at least voidings) is shown in Table II, third day, 
7 a.m. and 8 a.m. If the bladder had not been emptied at 
7 a.m. sugar would have been found at 8 a.m., and the 
temptation would have been to increase the basal dose and 
almost certainly to have produced hypoglycaemia. 

The case recorded in Table II shows, to my mind, that 
a satisfactory control can be worked out by urine tests 
almost entirely and without blood-sugar estimations, 
although it is of interest to record them in such a paper 
as this. By the seventh day the patient passes a little 
sugar only after breakfast (11 a.m.), before the absorption 
of insulin is fully started, and after- supper (10 p.m.), 
when the insulin action is nearly exhausted. Such a dose 
of zinc-protamine-insulin comes into action in three hours 
and acts mainly by day in helping to deal with the day's 
carbohydrate food, the level of the fasting blood sugar 
being partly maintained by the patient's own endogenous 
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insulin. It is rare to get the balance of diet and insulin 
so quickly established, and in Tables II and III the results 
have been rather crowded in time to save space. It js 
usually better to change the insulin only every three days, 
as the results of any one dose, or change of dose, are not 
usually obvious after only one day. Another satisfactory 
result is shown in Graph I with a somewhat higher dosage 
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Mild cases may prove to be controlled by even smaller 
doses of 10 to 16 units, and can be kept sugar-free on this 
with practically no risk of hypoglycaemia. These patients, 
especially the elderly, are often so benefited that insulin 
may be reduced and ultimately omitted, as happens also 
with soluble insulin. 


With zinc-protamine-insulin I have been able to treat 
more patients successfully from the beginning without 
admission to hospital, and the practitioner can do the 
same. I arrange a diet (see later) and order one dose of 
zinc-protamine-insulin, 20 to 30 units, daily before break- 
fast. If it is not convenient to give this before breakfast 
it may be given soon after by a visiting nurse or doctor, 
until the patient has learned to do his injections. The 
7-8 a.m. urine (Table II) should be tested twice a week 
and the basal dose adjusted by this test. I should advise 
the practitioner not to give mere than 30 units except 
under close control, as hypoglycaemia at night may be 
caused. An occasional evening sample of urine should 
be tested to see if the basal dose is also controlling: the 
day's carbohydrate food. When a sufficient basal dose 
has been established the doctor has the satisfaction of 
seeing great improvement in weight and energy. 

Severe Insuin Cases 

In more severe cases it becomes clear by the end of a 
week (Table III) that increasing doses of zince-protamine- 
insulin do not control the sugar, though they undoubtedly 
decrease the total glycosuria and the ketosis and improve 
the patient’s weight and general condition. When the basal 
dose has been raised sufficiently to make the 8 a.m. urine 
sugar-free (and more we should not dare to give without 
risking hypoglycaemia at night) the glycosuria by day per- 
sists heavily in all other samples of urine, as shown in 
the sixth to eighth day. The carbohydrate of the food 
is never balanced by the slow liberation of insulin from 
the site of injection, and ketosis may be present. The 
commonest urinary findings are shown on the sixth to 
ninth day, but the picture seen on the ninth day, when 
the patient is sugar-free after breakfast, may occur. This 
may be due to an unusually prolonged action from 
delayed absorption from the day before or an unusually 
quick absorption on the same day, or both combined. 
The picture shown on the ninth day is common when the 
basal dose is higher than is really necessary to make the 
8 a.m. specimen sugar-free. On such mornings the fasting 
blood sugar is near hypoglycaemic levels, and the insulin 
carries on its effect sufficiently to control the breakfast 
carbohydrate. The action of the basal dose should be 
wearing off at night, and my experience has taught me that 
if the 8 a.m. urine is sugar-free two days out of three the 
dose of zinc-protamine-insulin is large enough. If this 
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specimen is always sugar-free and if the fasting blood 
sugar is usually completely normal, then sooner or later 
the patient will suffer from hypoglycaemic attacks in the 
latter part of the night, often just before breakfast. 


TABLE II1.—Severe Case 
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Day | Insulin} 7a.m.|8a.m.| 11 a.m. 1 p.m. 4 p.m. 7p.m.{ 10 p.m. 
Units 

oi | 0 [4 +4i4+4+41+4+44 +++ +++ 

3rd 30 t++) ++) +++ ee at +++ 

ah | 40 [4++4]+/210] +++4 +++ +++ 

Sth 40 ++ jtr./190) +++ +++ Sgt mer 

6-8th}| 40 trace | 0/140} +++ +++ {++4/230] ++ | +++ 

9th 40 + |0/120 0 0 eae ie ae et 

10th 40 = 0 +++ [+++/210i| +++ [+++] +++ 

Mth |}40+-12, + 0 = a tr./140 0 0 + + /180 
sol. 

12th | 40-16] trace | 0/110 4 0/090 0 0 + 

Diet Carbohydrate, 

grammes : 50* 10 40 20 30 10 














Remarks : Blood sugar, taken just before the meals. 
*The 50 grammes are given at 9 a.m., with breakfast. 

Addition of Soluble Insulin—The state of affairs as 
shown by days 6-10 of Table III is unsatisfactory in that 
much of the carbohydrate ingested during the day is 
inevitably lost in the urine, and this cannot be rectified by 
increasing the basal dose without causing hypoglycaemia 
at night. The glycosuria can be minimized by reducing 
the carbohydrate of the diet to a low level, but patients 
dislike this, and it is not desirable from the nutritional 
point of view. Fortunately it can largely be rectified by 
adding soluble insulin to the basal dose, as the former 
quickly controls the carbohydrate taken at breakfast and 
lunch. Fortunately, teo, this does not necessitate two 
injections, as zinc-protamine-insulin and soluble insulin 
can be drawn into the same svringe, injected into the 
same subcutaneous site, and yet retain their individual 
actions—prolonged and quick. The soluble insulin should 
be drawn into the syringe first, as it does not matter if 
a trace of acid insulin from the needle enters the buffered 
protamine bottle, whereas the entry of alkaline material 
to the acid bottle may make the soluble insulin alkaline and 
inert by the time the contents are finished. I add enough 
soluble insulin to make the blood sugar normal before 
lunch (see Table III, twelfth day). Even then the patient 
will often pass some sugar after breakfast before the 
soluble insulin action is fully established, and again after 
supper when the soluble insulin is exhausted and the 
protamine is left to deal with the supper carbohydrate. 
The evening glycosuria can, if desired, be cut out by 






































giving very little carbohydrate for supper. Another 
example is shown in Graph II. 
s. | URINE TEST 
>a INITS 7 | si 
ate 250 40 UNITS Z.P.I. |. YELLOW 
Bs 200 anit 
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A few points of practical importance should be men- 
tioned. If the urine is sugar-free before breakfast (with 
consequently a nearly normal blood sugar) the mixed dose 
should be given not half an hour but almost immediately 
before breakfast, otherwise the soluble insulin may cause 
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hypoglycaemia before or during breakfast. If quick con- 
trol of a severe new case is desired, soluble insulin should 
be added to the basal dose from the start, perhaps before 
supper as well as before breakfast, and should be reduced 
or discontinued as soon as the urine tests begin to clear. 

With this treatment, in severe cases, it is rarely possible 
to keep the urine constantly sugar-free without risk of 
hypoglycaemia. Practically all my cases have shown sugar, 
and I have learned to reduce the insulin if all the urine 
tests are sugar-free for even one day, and certainly for 
two days, otherwise hypoglycaemia is sure to occur. These 
patients ought to pass some sugar after breakfast, and 
usually some after supper—this is inevitable and is not 
accompanied by ketosis. In my opinion if the patient 
never passes sugar after supper or before breakfast the 
basal dose is too high and should be reduced, perhaps by 
4 units; if he never passes sugar after breakfast the 
soluble insulin should be reduced. 


Very Severe Cases 





A few very severe cases—for instance, cases which 
formerly required 60 to 100 units of soluble insulin a day 
—cannot be satisfactorily controlled, or even kept in good 
health without ketosis, by a mixed dose given in the 
morning only. Such a case is shown in Table IV, where 
it is clear that, after the, effect of the morning soluble 
insulin has worn off, the zinc-protamine-insulin is quite 
unable to control the heavy glycosuria, except just before 
breakfast. A second dose of soluble insulin must be 
given before the evening meal (seventh day) or before tea 
(ninth day), whichever time is best suited to each indi- 
vidual. Usually, although this may be an inconvenient 
time for an injection, it is better given before tea, as the 
patient’s metabolism is already requiring it then ; also there 
is less risk of hypoglycaemia between about | and 2 a.m., 
because the strong action of the soluble insulin has been 
balanced by two carbohydrate feeds and is_ nearly 
exhausted by midnight. 

The very severe diabetic condition requiring the above 
treatment may be temporary and be due to infections or 
complicating factors such as worry or pregnancy, and it 
may be possible later to stop the evening dose and reduce 
the combined morning dose. But I have had to keep a 
few cases permanently on such doses as 60 units of zinc- 
protamine-insulin and 40 soluble in the morning and 40 
soluble insulin in the evening. In such severe cases the 
total dose of combined insulin required is sometimes 
more than the previous total of soluble insulin, but the 
control of ketonuria and morning glycosuria is much 

etter. 

TABLE 1V.—Very Severe Case 
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Hypoglycaemia 


An excessive dose of zinc-protamine-insulin produces 
hypoglycaemia and symptoms very similar to those from 
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an overdose of soluble insulin. On the whole the symp- 
toms are milder at the same level of blood-sugar concen- 
tration, are slower in onset, and less obvious to the patient 
(therein lies a danger), but may be equally severe and even 
more prolonged. Such mild symptoms as headaches— 
especially before breakfast and those relieved by break- 
fast—slight nausea, general tiredness, or intense drowsi- 
ness are apt to escape notice as hypoglycaemic symptoms, 
but are quite characteristic of overdose with zinc-prota- 
mine-insulin, and may be the only warning of a severe 
attack. The time of onset after injection may be at 
almost any hour of the day or night, but it depends fairly 
closely on the dose, as might be deduced from Table I. 
A dose of 4 to 10 units in a very mild or insulin-sensitive 
case may produce hypoglycaemia three to five hours after 
injection—usually, therefore, before lunch—but hypo- 
glycaemia within six hours of injection is rare. Doses of 
10 to 20 units are most likely to cause hypoglycaemia 
before tea or the evening meal, 20 to 30 units at a similar 
time and also in the early hours of the night, and bigger 
doses later at night or just before breakfast. If a certain 
basal dose correctly worked out causes hypoglycaemia 
during the day this should be corrected by giving more 
carbohydrate before hypoglycaemia usually occurs: if 
hypoglycaemia occurs at night or in the early morning the 
basal dose is too high and should be reduced. When 
soluble insulin is given also, another period of possible 
hypoglycaemia arises some three to five hours after its 
injection, quite apart from the hypoglycaemic action of 
the zinc-protamine-insulin. 

The treatment is the same as with soluble insulin—the 
giving of glucose or cane sugar by mouth, two lumps or 
two teaspoonfuls. Patients may take longer to recover 
from protamine hypoglycaemia and may require more 
carbohydrate later to prevent relapse from its continuous 
action. 


Diet Arrangement and Exercise Effects 


It is possible to control patients satisfactorily, as defined 
in previous paragraphs, on diets containing 120 to 200 
grammes of carbohydrate, but it is much easier to keep 
them aglycosuric at the lower level of carbohydrate, as 
any large meal unsupported by soluble insulin is liable to 
cause hyperglycaemia. The carbohydrate arrangements 
must be different from those adopted when treatment is 
with soluble insulin, when most of it is given at the meals 
following injections. To balance the continuous action 
of zinc-protamine-insulin the carbohydrate must be spread 
over more frequent feeds, as shown in Tables II-IV. 
Some carbohydrate must be taken between 4 and 5 p.m. 
—tea-time in England—to ward off hypoglycaemia before 
supper, and more carbohydrate at bedtime to prevent 
hypoglycaemia at night. If this is impossible in the 
patient’s life he is better on two doses of soluble insulin, 
when the possible hypoglycaemic times are fewer and 
better defined. 


Extra exercise, as with soluble insulin, will produce 
hypoglycaemia either during or after the added activity 
and over a more widespread period. This possibility must 
be met by extra carbohydrate (20 to 30 grammes) before 
or during exercise, and sometimes afterwards at the even- 
ing meal to prevent an overdose during the night. 


Cases requiring Change from Old to New Insulin 


I now treat all new insulin cases with zinc-protamine- 
insulin alone or with added soluble insulin, and usually 
the results are just as good with one injection as they were 
with two injections of soluble insulin. But of the thousands 


e Ts 
of cases already treated, perhaps for years with soluble 
insulin, whom are we to change? I usually make the 
change in: 


I. Mild insulin cases—for example. those having § to 15 
units twice daily. This is easily and satisfactorily done by 
giving approximately the total previous dosage in one injection 
before breakfast. 

II. Cases with severe sugar and acetone before breakfast on 
two doses. and cases having three doses a day ; also patients 
who are somewhat needle-shy or are very anxious to omit 
the second dose. It is particularly tempting to change children 
over to One injection. In this group of cases the alteration 
is sometimes quite difficult, and I prefer to do it under close 
control in a hospital or home. The soluble insulin should not 
be omitted at once. but be continued in reduced amounts until 
the protamine-insulin exerts its full effect in some three days’ 
time. In most cases the number of injections becomes less, 
but the total units of insulin required may be more. Some 
very severe cases do not respond well to protamine-insulin, 
and I have put these patients back. sometimes at their request, 
on two or three doses of quick strong-acting soluble insulin, 
which suits them better. Only close individual study can 
show what is best for some difficult cases. 


I do not make the change in the case of the hundreds 
of patients who have lived a healthy and contented life for 
months or years on two doses a day which they find 
no great inconvenience. I also refuse to do so with some 
patients who are careless or lead very irregular lives: the 
continuous action of the depot insulin, unbalanced by the 
necessary frequent small meals, makes them more liable 
to hypoglycaemia than when two smaller doses of soluble 
insulin are taken before breakfast and the evening meal. 

Zinc-protamine-insulin alone is not suitable for emer- 
gency treatment of ketosis and coma. and frequent doses 
of soluble insulin should be given as before (probably 
four-hourly) where rapid insulin action is required. 


Summary 


The treatment of diabetes by one daily injection of the 
new zinc-protamine-insulin, either alone or with added 
soluble insulin, is described in detail. Mild cases easily 
respond to this one dose. but more severe cases require the 
addition of the previous soluble insulin. Most cases can 
be reasonably controlled and the patients kept in good 
health by this method, and it represents a great advance 
in simplicity for the practitioner and in comfort for the 
patient. 
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The sixteenth International Congress on Medical Hydrology, 
Climatology, and Geology will take place in France at 
Strasbourg from October 8 to 1]. under the joint presidency 
of Professors Danjon, Sartory, and Forster, Dean of the 
Faculty of Medicine. Arrangements have been made to 
provide, after the Congress, motor tours in the picturesque 
districts of Alsace, the Rhine, and the Vosges. and to allow 
members of the I.$.M.H. to attend the annual meeting of the 
society in Italy. The following subjects will be discussed: 
permeability and mineral waters, hydromineral treatment of 
skin disease, indications for winter sports, mineral waters of 
petroleum districts, and the evolution of French spa equlp- 
ment in the past twenty years. Papers on these and other 
branches of medical hydrology. climatology, and geology are 
welcomed. Members will be offered travel facilities by rail, 
sea. and air. A programme and full details will be issued 
in July. For particulars application should be made to 
Professor Vaucher. Institut d'Hydrologie, 1, Place de l'Hépital, 
Strasbourg (Bas-Rhin). 
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VINESTHENE ANAESTHETIC MIXTURE 


BY 


F. F. CARTWRIGHT, M.R.C.S., D.A. 


Assistant Anaesthetist, King's College Hospital ; Anaesthetist, 
St. John’s Hospital, Lewisham, and the National 
Dental Hospital 


The anaesthetic properties of divinyl ether were first 
demonstrated by Leake and Chen in 1930, and in the 
following year a pure product, prepared by Ruigh and 
Major (1931), was tested on dogs. The first trial upon 
human beings was carried out by Gelfan and Bell (1933), 
who used the anaesthetic on themselves; and in 1934 a 
large series of cases was reported by Goldschmidt ef al. 
Jt was not until 1935, when Sir Francis Shipway pub- 
lished his findings on a series of cases, that the use of 
vinesthene became general in this country. Even now it 
does not enjoy the popularity it would seem to merit, for 
the reason that it is difficult to administer and that the 
cost is high in the hands of those who are unused to it. 
The drug has great advantages. It is safe, efficient, and 
rapid in action; it is non-irritant to the air passages and 
the lungs ; and it has about the same toxicity as diethyl 
ether. Small quantities only of vinesthene are necessary 
for induction of anaesthesia, and, in comparison with 
diethyl ether, a very small amount is required for main- 
tenance. Post-operative dangers are minimized, vomiting 
occurring in less than 6 per cent. of cases (Ravdin ef al., 
1937), while pulmonary morbidity is remarkable by its 
absence. Danger of liver damage is definitely less than 
with chloroform, but there is some argument as to 
whether prolonged anaesthesia with divinyl ether produces 
more or less liver necrosis in animals than does diethyl 
ether (Goldschmidt e¢ al., 1934 ; von Brandis, 1935 ; Gold- 
schmidt et al., 1937): the view is put forward that 
adequate oxygenation will minimize the toxic effect upon 
the liver, but it is probable that divinyl ether should not 
be used alone for operations lasting more than an hour. 
Very profound relaxation is obtainable with a relatively 
light plane of anaesthesia, and recovery from a degree 
of anaesthesia sufficient for the performance of chole- 
cystectomy may take place in as little as two minutes. 
Overdose causes cessation of respiration before the heart 
is affected, so that recovery is to be assumed. 

With all these advantages it would seem that vinesthene 
approaches more closely to the perfect inhalation anaes- 
thetic than does any other drug at the anaesthetist’s 
command ; yet this is not the case. The margin between 
efficient anaesthesia and cessation of respiration is a 
Narrow one; indeed, in some patients it is almost imper- 
ceptible. The signs of anaesthesia are by no means those 
to be found in the textbooks, and they appear to vary 
from patient to patient more than do the signs in any 
other method in use. Again, without considerable ‘care 
and experience waste of the drug certainly occurs, with 
the result that it is condemned as too expensive to be 
a practicable proposition, while the quantity needed varies 
considerably in different patients. I would here cite the 
Case, which occurred when I was quite inexperienced in 
the administration of vinesthene, of a child of 6 who, 
during a twenty-minute cystoscopy, received not less than 
3 ounces of the drug, at a cost of 10s. 6d., although a 
semiclosed method was employed. 


Experiments with Vinesthene in Mixture 


In February, 1937, Wesley Bourne, McDowell, and 
Whyte drew attention to the advantages of mixtures of 


vinesthene with diethyl ether, and pointed out that induc- 
tion time could be decreased by as much as 41 per cent. 
by the addition of 20 per cent. of vinesthene to diethyl 


ether. In May, 1938, Dr. Grogono reported that he had 
been using vinesthene-ether mixture with satisfactory 
results. His method was to place the vinesthene in the 


chloroform bottle of Boyle’s apparatus and ether in the 
ether bottle. He then passed gas and oxygen through 
both bottles, thus obtaining a mixture of the two drugs. 
In July, 1938, Harris and Gwathmey reported that they 
had obtained good results in dentistry with a mixture 
of vinesthene 25 per cent. and ethyl ether 75 per cent., 
this mixture being marketed by Merck and Co. In the 
same month Messrs. May and Baker of Dagenham pro- 
duced a supply of the same mixture for experimental 
purposes. Encouraging results were obtained, and this 
firm now markets the mixture under the name of 
“ vinesthene anaesthetic mixture.” I have now beefl using 
this preparation over a period of six months, and early 
came to the conclusion that the mixture was unsuitable 
for abdominal work requiring profound anaesthesia, but, 
with this reservation, have obtained uniformly satisfactory 
results. Some of the figures in the series may be of 
interest. 

Scope.—Ear, nose, and throat: dissection of tonsils, 24; 
guillotine, 3; nose operations, 20; mastoid, 4. Urogenital: 
hydrocele, 3 ; suprapubic cystotomy, 3 ; Harris's prostatectomy, 
2: hypospadias, 1; adult circumcision, 1. Head and neck: 
glands of neck, 3; thyroidectomy, 2; major dental extraction, 
3. Gynaecological: repair, 3; syndrome operation, 3; 
Caesarean section, 2. Orthopaedic: cartilage, 3; open reduc- 
tion of fracture, 3. General: colostomy, 3 ; haemorrhoids, 3 ; 
hernia, 3: radical breast, 1; local breast, 2. 

Time.—The longest case was, from induction to withdrawal, 
two hours ten minutes, and there was one other case of over 
two hours. There were twelve cases of over one hour. 
Except for three guillotine tonsil cases, those under fifteen 
minutes are not included. 

Age.—The oldest patient was 76, and there were thirteen 
patients aged 60 or more. The youngest patient was 3 years 
of age. Fifteen patients were less than 10 years old. 


All these patients received a premedication of atropine, 
and in many cases a basal narcotic as well (see below). 


Method of Administration 


Induction may be started with gas or with gas and 
ether ; alternatively, the patients may be induced straight 
away with vinesthene mixture, either from the open mask 
or Clover’s inhaler. When using the mixture for the pur- 
pose of induction it will be found best to adopt the open- 
mask method. This sounds wasteful, but in practice a 
surprisingly small quantity (average 3 drachms) is all that 
iS necessary to carry the patient to the stage at which 
the cough reflex is lost. The mixture should be dropped 
from an ordinary chloroform drop-bottle on to a 
Schimmelbusch mask covered with about eight layers of 
gauze and enclosed between two layers of gamgee tissue. 
The rate of flow should be one drop per second for the 
first half-minute, after which the flow should be gradually 
increased until the drug is being gently dribbled on to the 
mask. Consciousness should be lost within thirty seconds 
and the cough reflex abolished within two minutes.  In- 
duction is smooth, closely resembling that produced by 
chloroform-and-ether mixture. Some swallowing is usually 
to be noticed, but breathing is quiet and there is rarely 
any coughing, while the stage of excitement is almost 
imperceptible. Colour is good—as a rule it is slightly 
more pronounced than in the conscious patient, but not 
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so bright as when ether is used: the pulse is of good 
volume and the rate less affected than with any other 
anaesthetic. 

A change to open ether for maintenance may be made 
as soon as the cough reflex is abolished, and this method 
will be found to produce a very smooth sequence. If it 
is desired to continue the use of vinesthene mixture care 
must be exercised, for not infrequently the patient lapses 
into a cendition resembling the classical “ chloroform 
sleep.” in which, although in fact cnly just unconscious, 
he appears to be in the first stage of surgical anaesthesia, 
presenting the typical picture of quiet automatic respira- 
tion and a small pupil. A curious point is that he will 
remain in this state, even if it is recognized, for a con- 
siderable time, despite the use of quite large quantities of 
the mixture, a phenomenon which is probably accounted 
for by the very quiet respiration. A few breaths of CO, 
will soon stimulate the breathing, but I prefer to use a 
breath or two of pure ether, which has the necessary 
stimulating effect. When the respiration is once more 
quiet and regular a change is made back to the mixture, 
when operation may proceed. Failure to recognize this 
phenomenon accounts for most of those cases in which 
vinesthene mixture is written down as too feeble an agent 
to be a practicable proposition. 

Maintenance will be found to bear a close resemblance 
to chloroform anaesthesia. The breathing is quiet, like 
that of natural sleep. A far lighter level of anaesthesia 
can be maintained than is the case with ether—in fact, 
the patient can be safely allowed almost to come round, 
with the certainty that deepening the anaesthesia will not 
be attended with coughing and retching. The pulse 
remains of good volume, while the rate is not greatly 
increased ; the colour should be bright throughout. 

Recovery is remarkably rapid: even from the deeper 
levels it is a matter of minutes only before the patient is 
conscious, and one can be certain that the cough reflex 
will have returned within two minutes of the anaesthetic 
being withdrawn. There is rarely any vomiting, and 
patients do not complain of a foul taste, as so often 
happens after ether anaesthesia. 


Conditions in which Vinesthene Mixture may be Used 


Vinesthene mixture may be used for maintenance fol- 
lowing induction by means of other agents. The three 
guillotine tonsil cases referred to in the list above were 


induced with ethyl chloride 2 c.cm. and followed by- 


2 drachms of vinesthene mixture. Anaesthesia was 
smooth, and the cough reflex returned before the adenoids 
were removed. I was not convinced that this method had 
any advantage over the sole use of ethyl chloride, but 
preferred it to the ethyl chloride-ether sequence. Induc- 
tion by means of gas and oxygen and maintenance by 
means of gas, oxygen, and vinesthene mixture gives an 
excellent anaesthesia for gynaecological and orthopaedic 
operations. The mixture may be used in the chloroform 
bottle of Boyle's apparatus or in Rowbotham’s chloroform 
bottle, which is preferable, as a more delicate adjustment 
is possible. For dissection of tonsils and nose operations, 
when it is necessary to pass an endotracheal catheter, I 
usually employ the Clover induction by means of gas and 
ether, and do not start with the vinesthene mixture until 
the patient has been intubated. This is on account of my 
preference for deep anaesthesia before intubation. It is, 


however, perfectly feasible to use the mixture for induc- 
tion on these occasions. either by means of the open 
methed or by employing about 6 drachms in the Clover 





——_, 


inhaler. If the latter methcd is chcsen it is not usually 
necessary to go past the figure 2 on the Clover’s dome, 

Basal narcotics have been used in a number of Cases jp 
the series and no untoward effect has been observed. The 
following drugs were employed: avertin, twenty-nine 
cases ; paraldehyde, three cases ; cmnopon 1/3 grain and 
scopolamine 1/150 grain, three cases ; nembutal, two cases, 

In obstetrics vinesthene mixture proved useful as aq 
adjuvant to gas and oxygen when necessary. Unfortu. 
nately, it was only possible to test the mixture on two 
occasions for Caesarean section. Both cases did well, the 
babies being born pink, and crying lustily at once. The 
swift induction and light anaesthesia obtainable lead me 
to hope that the mixture may be of great use for this 
operation. 

Undoubtedly the greatest advantage of the mixture js 
to be seen in the sphere of nose and throat surgery. The 
cough reflex is completely under the anaesthetist’s control, 
and can be abolished or allowed to return within the space 
of a few breaths. This easily controllable light-level anaes. 
thesia is also a great advantage in cases where patients 
under spinal analgesia have not been premedicated. The 
two Harris prostatectomies in the list above received this 
combination, and I have used it on several other occa- 
sions. Among the type of patients who come up for 
prostatectomy it is the exception rather than the rule to 
meet with some who will sleep comfortably under gas- 
oxygen anaesthesia alone, and the addition of minimal 
quantities of vinesthene mixture will be found to give a 
light and easily controllable anaesthesia free from the 
coughing and straining that so often occur when a very 
light ether anaesthesia is aimed at. 

The quantity of mixture required is very small. For 
induction 4 to 6 drachms will be found to be enough, 
while for maintenance about 1 oz. per hour will usually 
give a light anaesthesia sufficient for orthopaedic work, 
or such gynaecological work as colporrhaphies. When it 
is desired to keep the patient just asleep it will be found 
that half a dozen or so breaths every five minutes, as an 
adjuvant to gas and oxygen, will suffice, giving an average 
of consumption of about 4. drachms in an hour. Not 
more than | oz. should be measured out of the stock 
bottle at a time, as vinyl ether should never be allowed 
to remain unused from day to day. If this precaution 
against waste is taken it will be found that, in spite of the 
relatively high cost (20s. per pound retail), vinesthene 
mixture is very littke more expensive than ethyl ether. 

The question of bleeding is one that crops up whenever 
a new anaesthetic agent is mentioned. One surgeon, and 
one only, has complained to me of increased bleeding. 
Bourne, McDowell, and Whyte (1937) have shown that 
vinyl ether has practically no effect on the coagulation 
time of the blood. 

It;has been suggested that vinesthene mixture may not 
be stable in use and that the vinyl ether may tend to 
vaporize before the ethyl ether. In practice it is found 
that even after an hour’s use the liquid left in the 
chloroform bottle of Boyle’s apparatus still possesses the 
characteristic acetylene-like smell of vinyl ether. Randolph 
Major (Bourne et a/., 1937) passed a stream of air over 4 
mixture of vinyl ether 27 per cent. and ethyl ether 73 per 
cent. He found that the first 25 per cent. that came ovet 
contained 31.5 per cent. vinyl ether, and the last 10 per 
cent. contained 25 per cent. vinyl ether and 75 per cent. 
ethyl ether. It may therefore be taken that the percentage 
of vinyl obtained by vaporizing vinesthene mixture by 
means of gas and oxygen remains roughly the same, how- 
ever long the operation may take. 
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Three Interesting Cases 


Three cases which present features of particular interest 
are quoted below. The second case is included as this 
patient was the only one in the series who died. It is, 
however, not suggested that death was in any way due 
to the use of vinesthene mixture. 


CASE I 

Mrs. A.. an Obese woman of 14 stone weight, aged 50, was 
suffering from a severe prolapse, which was making her life a 
burden. Two anaesthetists at another hospital had refused 
to anaesthetize her in view of her general health. She was 
admitted to King’s College Hospital, where she was examined 
by a physician, who found that she was suffering from chronic 
bronchitis and a severe degree of myocardial degeneration. 
Her blood pressure was 190 systolic, 100 diastolic. He advised 
that, although she was a bad risk, it was probably advisable 
to attempt a swift repair in view of her misery. She received 
a premedication of atropine 1/75 grain and avertin 0.1 c.cm. 
per kilogramme body weight for 12 stone. Induction was made 
with gas, Oxygen, and vinesthene mixture, and maintained 
with gas, oxygen, and minimal vinesthene mixture. Induction 
was uneventful, but the patient needed rather more of the 
mixture than usual. 

During the course of the operation it became obvious that 
a syndrome operation (vaginal hysterectomy with anterior and 
posterior repair) was necessary. In view of the fact that she 
appeared to be standing the operation well this was pro- 
ceeded with. No anaesthetic difficulty was encountered, and 
the operation was successfully completed in two hours ten 
minutes from the time of induction. A total of 44 oz. of the 
mixture was used. The patient was returned to the ward in 
good condition, and recovery was uneventful, there being at 
no time any vomiting. Next day her respiratory rate was 24, 
pulse rate 100, and temperature 97°. Forty-eight hours after 
operation her respiratory rate was 28, pulse rate 90, and tem- 
perature 99.6. For the next six days her respiratory rate 
varied between 23 and 29, and during that period her tem- 
perature was obscured by the presence of a B. coli infection 
in the bladder. There was at no time any cough, dyspnoea, or 
cyanosis, and she made an uneventful recovery, being dis- 
charged in normal time. 

CASE 

Mrs. B., aged 65, was suffering from an adenoma of the 
thyroid gland, which was not giving rise to toxic symptoms 
but was causing gross respiratory obstruction. She received 
a premedication of atropine 1/100 grain, and was induced 
with chloroform l-ether 3 mixture (two drachms), followed 
by open ether. Operation would have been impossible without 


intubation, and therefore a Magill large-bore catheter was — 


passed by the nasal route. Maintenance was by means of 
gas, Oxygen, and vinesthene mixture. No anaesthetic dilficulty 
occurred, and the thyroid was successfully removed in one 
hour fifty minutes from the time of induction. One ounce of 
Vinesthene mixture was used. 

In view of the fact that the trachea was of paper thinness, 
the patient was returned to the ward with the tracheal tube in 
Position. The tube was not removed until forty-eight hours 
later. Two days afterwards the patient developed broncho- 
Pneumonia and died. 

CASE Ul 

Mr. C., aged 28, was operated on for right inguinal hernia. 
Premedication was by atropine 1/75 grain. Anaesthesia was 
induced and maintained with gas, oxygen, and vinesthene 
mixture. When the operation had been in progress some ten 
Minutes it was noticed that a fine tremor was shaking the 
patient. It was at first thought that this was the ordinary 
ether clonus, often seen in “tough” young men under light 
ether anaesthesia. On closer examination the tremor was 
traced to the praecordium, and it was found that the heart 
was beating with enormous force at the rate of about 150 to 
the minute. The vinesthene mixture was discontinued at 


once and gas-oxygen-ether substituted. The “ palpitations ” 
persisted for about five minutes and then ceased. 

I can offer no explanation of this. Neither I nor Messrs. 
May and Baker's representative, who happened to be present, 
had seen a similar case before, nor have I seen one since. 
The patient made an uneventful recovery. 


Advantages of Vinesthene Mixture 


To sum up, the following advantages are claimed for 


vinesthene anaesthetic mixture: 


1. By reason of the light anaesthesia that can be main- 
tained, the swift recovery, and the absolute control the 
anaesthetist has over the cough reflex, the mixture is of 
great value in nose and throat surgery. 

2. It can advantageously be used for prolonged opera- 
tions requiring light anaesthesia only. Its merits in this 
type of operation are that it is relatively non-toxic, small 
amounts only are used, after-effects are rare, and it is 
non-irritant to the lungs. 

3. In cases in which unconsciousness only is required— 
that is, after spinal analgesia—vinesthene mixture is prefer- 
able to ether or chloroform for those cases which do not 
take gas-and-oxygen well. 

4. For induction purposes it resembles chloroform-and- 
ether mixture, but is considerably safer, and should there- 
fore prove of value to practitioners who are accustomed 
to using chloroform-—ether mixture for induction. 

5. Vinesthene mixture is probably of value for 
Caesarean section. 

Disadvantages 


1. Vinesthene mixture is inferior to ether for any opera- 
tion requiring deep anaesthesia (this is a generalization). 

2. Unless care is used it is more expensive than either 
chloroform or ether. 


3. Once the mixture has been poured out from a stock 
bottle it cannot be kept from day to day. 

4. Vinesthene is highly inflammable. 

5. The characteristic smell of vinyl ether is unpleasant. 
Patients do not appear to notice th.s, as its action is so 
rapid, but I know of one anaesthetist who cannot give 
vinesthene because the smell nauseates him. 

6. It is possible (see Case II]) that the heart may be 
affected by the mixture in a small proportion of cases. 


In conclusion 1 would express my indebtedness to Messrs. 
May and Baker of Dagenham for the generous help they have 
given in this investigation, and also to those surgeons who 
have permitted me to try this agent upon their patients. 
Especially would I mention Mr. A. C. Palmer of King’s 
College Hospital and Mr. Charles Beney of St. John’s 
Hospital, Lewisham, who have authorized me to say that 
they endorse the claims which I make for this preparation. 
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ACHLORHYDRIA IN LANDRY’S 
PARALYSIS 


BY 
L. V. ROBERTS, M.D.Ed. 


Late Senior House-physician at the West End Hospital for 
Nervous Diseases, London 


The cause of Landry’s paralysis is not known. Cases have 
been described in association with many specific infections, 
Hodgkin's disease, myeloid leukaemia, and pyrexias of 
unknown origin. Quite often a patient is stricken down 
while in good health. Even more frequently paralysis 
follows symptoms of gastro-intestinal disturbance. Many 
authorities believe that the disease is actually a striking 
form of acute polyneuritis. In recent years a number of 
references have been made to the concurrence of poly- 
neuritis and lack of free hydrochloric acid in the gastric 
juice. A case of Landry’s paralysis is presented to 
demonstrate its association with achlorhydria. 


History of Case 


The patient, a boy aged 14, was admitted into the West End 
Hospital from a boarding school on May 18. 1938. His 
illness had begun twelve days previously as a feeling of undue 
tiredness while training for the school sports. He played 
cricket next day, and noticed that he was not running as well 
as usual between the wickets: he had some difficulty in 
holding the bat properly. On the following day his limbs, 
more especially the legs, felt rather stiff. He fell down twice, 
but on each occasion got up unaided. On the fourth day he 
could not get out of bed. His legs were absolutely immobile. 
He could not sit up spontaneously, and even by using his 
hands was only partly able to do so. Eating was accomplished 
with difficulty. Three days later the arms too became completely 
paralysed, and sitting up was impossible. On the tenth day of 
the illness, two days before admission, the upper limbs began 
to show signs of returning power, with voluntary twitchings 
of the fingers of the left hand and of both forearms. There 
was never any pain, tingling, or other paraesthesia; no 
diplopia : no difficulty in speaking or swallowing: no gastric 
disturbance. The appetite was good. Incontinence of faeces 
had occurred on three occasions “ owing to the slowness of 
the school nurse.” No rise of temperature or increase of 
pulse rate was noted. There was no history of sore throat, 
nasal discharge, or exposure to cold : and there were no recent 
cases of infectious disease at the school. It had been remarked 
that he was worrying unduly over the possibility of being 
beaten at the sports, especially in the hurdles race. After the 
illness started he became excitable and rather noisy at nights, 
particularly on hearing other boys in the dormitory corridor. 
On these grounds he had been treated as a case of hysteria. 
Careful questicning failed, however. to reveal any anxieties 
or mental conflicts referable to his life at school. His past 
health had been excellent. 


EXAMINATION 


The patient is slim and rather tall for his age: well 
nourished ; colour good: expression rather anxious; tongue 
clean; teeth healthy: tonsils not enlarged or inflamed; no 
respiratory embarrassment; intelligence above average; 
cerebration active. 

Central Nervous System.—Pupils equal and regular, moder- 
ately dilated, react briskly to light and accommodation- 
convergence ; vision good; visual fields full; fundi normal ; 
no nystagmus ; no external ophthalmoplegia ; speech normal ; 
hearing good; no disturbance of other cranial nerves ; slight 
pain in hamstring tendons on passive flexion of knees, slight 
tenderness of calf muscles ; no other disturbance of sensation ; 
no nuchal rigidity; head can be turned freely, but cannot 
be raised voluntarily from pillow: Kernig’s sign negative ; 
flaccid paralysis of muscles of upper limbs, trunk, lower 
limbs; slight voluntary flexor twitchings of fingers of left 








——_.., 


hand, none of right ; bilateral wrist-drop, no movements at the 
joints; very feeble movements at both elbow-joints, Slightly 
stronger on the left side ; shoulders shrugged relatively well, 
no movements at the scapulo-humeral joints ; complete flaccid 
paralysis of both lower limbs; flaccid weakness of erector 
spinae and abdominal muscles—the latter can be held fairly 
rigid ; the spine can be very slightly moved, but not enough to 
raise the trunk from the bed; no muscular wasting ; tapping 
of tendons of supinator longus, biceps brachii, and triceps 
causes the merest twitch; the left supinator jerk is slightly 
more active than the right ; knee-jerks and ankle-jerks absent; 
abdominal reflexes absent ; no sphincter weakness. 


The digestive system revealed no objective symptoms, 
Examination of the cardiovascular system showed. a pulse rate 
of 86 per minute ; no arrhythmia ; blood pressure 112/76 mm, 
Hg; heart not enlarged; no murmurs. Nothing abnormal 
found in the other systems. 


SPECIAL INVESTIGATIONS 


The urine contained no abnormal constituents. Culture 
from a throat swab gave no Klebs-Loeffler bacilli; growth 
was mainly streptococci. The cerebrospinal fluid was under 
slight pressure and clear, with a faint yellowish tinge ; cells 
13 per c.mm., all lymphocytes; total protein 40 mg. per 
100 c.cm.; globulin in moderate excess; sugar (Maclean) 
78 mg. per 100 c.cm.; chlorides 725 mg. per 100 c.cm.; 
Lange’s test 000112/11100. Examination of the blood gave 
an erythrocyte sedimentation rate (Wintrobe) of 5 mm. at 
the end of an hour ; the white-cell count was 6,500 per c.mm. 
Fractional test meal (see chart): No free hydrochloric acid, 
Resting juice contained no excess mucus, bile, or starch ; total 
acidity 36 c.cm. N/10 %. 


PROGRESS 


May 23, 1938.—Slight power of flexion in fingers of right 
hand; able very feebly to extend both knees and flex right 
knee ; head can be raised from pillow. May 25: Slight move- 
ments of toes, wrists, and shoulders ; symmetrical wasting of 
affected muscles now becoming apparent. 


June 1—Lumbar purcture: cerebrospinal fluid not under 
pressure ; clear and colourless ; cells 6 per c.mm., all lympho- 
cytes; total protein 40 mg. per 100 c.cm.; globulin in 
moderate excess; sugar (Maclean) 68.5 mg. per 100 c.cm.; 
Wassermann reaction negative; Lange’s test 0000113100. 
June 10: Electrical reactions of muscles: arms—diminution of 
faradic response in extensors of wrist and fingers; legs— 
diminution of faradic response in extensor longus digitorum, 
peronei, gastrocnemius, tibialis posticus, toe flexors, and 
intrinsics of foot. Weight 7 st. 34 Ib. June 28: Patient can 
turn over on his side; muscular wasting now very marked, 
especially in the distal muscles of the limbs. 


July 5.—Sat up for first time. July 14: Propelling himself 
about the ward in a wheel-chair. July 21 : Stood up for first 
time. July 23: Getting about with the aid of a walking- 
machine. 


August 4.—Using a stick only ; holds on to beds, chairs, etc., 
as he progresses along; gait waddling in character ; cannot 
yet sit up without using his arms. August 26; Fractional 
test meal (see chart): free HCl 41 c.cm. N/10% in resting 
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specimen of gastriz juice, 46 c.cm. N/10% after one and a 
half hours’ digestion. . 

September 12.—Walking unaided. October 20: All move- 
ments stronger; inability to extend third and fourth fingers 
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of either hand fully ; dorsiflexion of ankles relatively weak ; 
gait much less waddling in nature; unable to climb stairs or 
rise up from floor yet; deep reflexes in upper limbs still 
much diminished, absent in lower limbs ; abdominals absent. 
Weight 8 st. 35 Ib. Discharged for a month’s holiday in the 
country. 

November 19.—Feels stronger ; can now ascend stairs, but 
has still some difficulty in getting up from the floor; no 
obvious muscular wasting; deep and superficial reflexes in 
statu quo. Weight 8 st. 83 lb. December 3: Residual weak- 
ness now very slight ; reflexes in statu quo. Discharged home. 


TREATMENT 
In addition to the usual measures, vitamin B, was given 
daily —4 mg. intramuscularly for ten weeks and 3 mg. orally 
thereafter. Dilute HCl was also given until the result of 
the second test meal was learned. 


Discussion 


Apart from a certain degree of mental disturbance the 
patient was in good health when taken ill. The discovery 
of achlorhydria was most intriguing, all the more so when 
a second gastric analysis, carried out when recovery was 
well on the way, showed free HCI to be present in amounts 
even greater than the average. The association of poly- 
neuritis and achlorhydria has been stressed lately. Minot, 
Strauss, and Cobb (1933) investigated a series -of fifty- 
seven cases of alcoholic polyneuritis. Only seven showed 
a normal tree HCI content, fifteen secreted distinctly 
diminished amounts, and twenty-one secreted no free acid 
at all. Douthwaite (1936) recorded seven cases of “ gastro- 
genous polyneuritis.” Each was associated with a gastric 
disturbance involving a reduction or complete absence of 
free HCl. The cause of the achlorhydria in the present 
case is obscure. No other gastric symptom was elicited. 
One might theorize doubtfully upon the possibility of 
psychic disturbance having affected gastric secretion 
through the medium of the diencephalo-pituitary appar- 
atus. Evidence is accumulating that some forms of poly- 
neuritis, and even of localized neuritis, are in reality due 
to a deficient intake or absorption of vitamin B,. In 
America alcoholic neuritis has been clearly shown to be 
produced by such a lack (Strauss, 1935, and later workers). 
The coexistence of achlorhydria in many such cases 
is surely more than a coincidence. Nevertheless one not 
infrequently encounters cases of polyneuritis in which the 
parenteral administration of the vitamin appears to have 
little etfect. Recovery was not hastened very appreciably 
in the present case. There may be a deficient formation 
or absorption of some other neurotropic factor. 


I am indebted to Dr. W. R. Reynell, senior physician to 
the West End Hospital. for permission to publish this case. 
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The People’s League of Health after an investigation ex- 
lending over many months has now organized a scheme of 
clinical research with a view to determining the influence of 
Giet on expectant and nursing mothers in relation to maternal 
mortality and morbidity. Systematic observation and records 
under expert direction are being collected at the ten London 
hospitals which are co-operating with the League in_ this 
research, and the results will be studied and published in due 
course. The League has just concluded the first year of its 
research, and it will probably be another six or nine months 
before the work is completed and the report published. 


MYOMECTOMY IN THE PREGNANT 
UTERUS 


BY 


RUFUS C. THOMAS, F.R.C.S.Ed., M.R.C.O.G. 


Assistant Medical Officer of Health for Obstetrics and 
Obstetric Consultant, County Borough of Croydon; 
Obstetrician and Gynaecologist, Mayday 
Hospital, Croydon 


DeLee, in his Principles and Practice of Obstetrics (p. 576), 
says: ‘“ Myomectomy has been frequently done during 
pregnancy, but it is a very bloody operation, and is 
followed by abortion in 17 per cent. of cases (Winter).” 
Speaking of the treatment of fibroids during pregnancy he 
says: “In the absence of unbearable pain, of severe 
haemorrhage, of very rapid growth, of great distress from 
over-distension of the belly, and of signs of necrosis of 
the tumour, or torsion, or acute abdomen, it is justifi- 
able to wait.” 

By no means all fibroid tumours give rise to symptoms 
during pregnancy. All such cases, however, cause the 
obstetrician a certain amount of anxiety. It must be 
remembered that tumours which are easily palpable on the 
anterior or lateral uterine wall may be accompanied by 
others on the posterior wall, which are therefore in- 
accessible by the ordinary methods of examination. There 
is always the possibility that a fibroid low down in the 
posterior wall may cause obstruction of labour. For this 
reason in all cases where a fibroid is palpable | make an 
examination under a general anaesthetic at about the 
thirty-seventh week in order to be sure that such a con- 
dition does not exist. If such a growth is found the mode 
of delivery can be planned accordingly. Even after appar- 
ently safe delivery the anxiety is not over, as post-partum 
haemorrhage is not uncommon from inefficient retraction 
or where the placental site has lain over the situation 
occupied by the growth. The placenta may be adherent 
to a submucous fibroid, and may necessitate the * digging 
out of the two at once,” with the danger of perforation of 
the uterus. Irregular haemorrhages which prolong the 
lying-in period are quite common, and the occurrence of 
pyrexia and offensive lochia following pressure necrosis 
of the tumour is well known and often gives rise to 
considerable anxiety. If symptoms appear some months 
before the expected date of delivery the possibility of a 
prolonged period of rest in bed, whether at home or in 
hospital, is one which the patient does not relish. If 
symptoms are acute the question of operative intervention 
must be considered. 

The three cases reported below resemble each other in 
that pain was the chief symptom, and operation was 
undertaken on this account. The actual condition found 
at laparotomy was, however, different in each case. The 
follow...g are the records. 


Case I 


A primipara aged 30 was admitted to hospital in great pain ; 
this she referred to an area on the left side of the uterus, 
which was enlarged to about twenty-two weeks pregnancy. A 
small mass, very tender, could be felt on the left uterine wall 
below the level of the umbilicus. She had been vomiting for 
several days, her tongue was furred, and she looked ill. On 
opening the abdomen a fibroid tumour the size of a large egg 
was found, having a broad base. An elliptical incision was 
made at the edges of the tumour, which was easily shelled out. 
Bleeding was temporarily controlled by hot packs, the cavity 
obliterated by mattress sutures, and the uterine incision closed 
by a continuous suture of No. 0 catgut. The hand was then 
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passed behind the uterus and both ovaries were found to be 
the seat of tumours about 4 inches in diameter, the two 
tumours lying side by side in the bottom of the pouch of 
Douglas. They were removed without difficulty, being easily 
delivered out of the abdomen with little disturbance of the 
uterus. The abdomen was closed in three layers, closure 
being reinforced with three figure-of-8 tension sutures of silk- 
worm-gut. Morphine was given during the next few days, 
but the patient showed no sign of aborting, and was dis- 
charged in three weeks. She had a spontaneous delivery at 
term, the child weighing 7} lb. 

The right ovarian tumour proved to be a dermoid, with the 
usual contents of hair, fatty fluid, and several teeth. The 
left tumour was a single cyst containing clear fluid. Both 
together would have been sufficient to cause obstruction during 
labour. 


Case II 


A primipara aged 29 had been attending .the ante-natal 
clinic from the second month of pregnancy. I first saw her 
at the end of the fourth month, when she was in considerable 
pain and had a slight vaginal loss. There was a very tender 
swelling in the right iliac fossa, which she stated had increased 
considerably in size during the past few days. She was 
admitted to Mayday Hospital and operated upon the same 
day. A fibroid tumour the size of a tennis ball was found 
in the right side of the uterus, its upper limit being just below 
the round ligament. It was enucleated after making elliptical 
incisions above the edges. The cavity was obliterated by 
mattress sutures and the uterine incision closed with con- 
tinuous catgut. Closure of the abdomen was again reinforced 
with three figure-ef-8 silkworm-gut tension sutures. There 
was again no attempt at abortion, and she was discharged 
twenty days later. She gave no anxiety during the remainder 
of her pregnancy and had a spontaneous delivery at term, the 
child weighing 7 lb. 13 oz. The uterus involuted normally, 
but she had a small thrombosis in a vein of the right leg. 
She was discharged at her own request on the sixteenth day, 
and when seen at the post-natal clinic a month later was 
found to be normal in every way. 


Case Ill 


A primipara aged 31, married nine years, was admitted to 
Mayday Hospital with a history of three and a half months’ 
amenorrhoea and pain in the right side for two days, which 
had become acute on the day of admission. There was no 
vomiting or vaginal discharge. On examination a_ tender, 
slightly mobile swelling was found in the right iliac fossa, 
apparently separate from the uterus. She was kept under 
observation for the next twelve days, with opiates to relieve 
pain. There was, however, no improvement, and the swelling 
remained acutely tender. Laparotomy was therefore carried 
out, and on exposing the uterus a fibroid of about the same 
size as that found in Case II was seen. It had a short but 
broad pedicle, which had undergone partial torsion, there 
being about one and a half twists. An incision was made into 
the uterine wall enclosing the pedicle and the tumour resected. 
Some troublesome bleeding from the uterine walls occurred, 
and several vessels were separately tied. The uterine muscle 
was then brought together by mattress sutures, the peritoneal 
coat being closed with continuous No. 0 catgut. The abdomen 
was closed as in the previous cases. 

The patient had severe pelvic pain for the whole of the 
second night and third day after operation, and was given 
morphine and corpus luteum extract. After this her con- 
valescence was normal. She was readmitted to Mayday Hos- 
pital two weeks before term, and was delivered a week later, 
the child weighing 6 lb. 10 oz. On discharge the uterus was 
noted as slightly bulky, but there was no loss, and when she 
was seen at the post-natal clinic a month later involution was 
complete. 

All three uterine tumours on being cut proved to be 
myomata, and each had small areas of haemorrhage in the 
centre. 


——_— 


Points of Interest 


In all three cases the chief complaint was acute abdo. 
minal pain. 

Case I, in addition to the uterine tumour, had bilateral 
ovarian tumours, which might have caused obstruction of 
labour. In one sense it was fortunate that the patient 
developed acute symptoms from the uterine tumour, as 
this occurrence led to the discovery and removal of the 
ovarian tumours, which might otherwise have been missed, 
giving trouble only after labour had started. In view of 
the extensive Operative measures it is remarkable that this 
uterus remained quiescent. 


Case II had a vaginal loss when first seen, and would 
probably have aborted if myomectomy had not been 
carried out. 


Case III undoubtedly threatened to abort after. opera- 
tion. This is not surprising when it is remembered that 
torsion of the pedicle had begun, which must have ren- 
dered the uterus irritable, and that there was superadded 
the excision of the tumour. This patient was also the 
least advanced in pregnancy. 


All three patients were operated upon in the second 
trimester. This is the period of pregnancy when the 
uterus is often sluggish, as shown by the occasional -diffi- 
culty encountered in inducing therapeutic abortion. I 
have several times had to insert laminaria tents, after 
dilatation, rupture of the membranes, and cervical pack- 
ing had failed to stimulate uterine action. In two cases 
I have had to empty the uterus by vaginal hysterotomy. 

All three cases went on to term and had spontaneous 
deliveries of live babies, involution being satisfactory in 
each case. , 








A MANCEUVRE TO FACILITATE 
ABDOMINAL PALPATION 


BY 
CHARLES H. OSBORN, F.R.C.S., F.R.A.C.S. 


Surgeon to In-patients, St. Vincent's Hospital, 
Melbourne, Australia 


Palpation holds pride of place among the routine methods 
of physical examination of the contents of the abdomen, 
owing to the fact that this cavity, unlike others in the 
body, is enclosed more by muscles than by bones, but 
it is obvious that the amount of information to be gleaned 
from the use of this method must necessarily depend upon 
the degree of muscular relaxation which can first be 
obtained. It is true that it is impossible to overcome that 
involuntary or reflex rigidity of the abdominal musculature 
which is associated with certain acute abdominal diseases 
and which is in itself a valuable indication of the 
presence of one of these conditions ; but my purpose in 
this paper is to describe a method whereby it is possible 
to diminish the voluntary contraction of the abdominal 
musculature frequently observed in nervous and appre- 
hensive patients. The method is also valuable in those 
patients in whom, owing to pronounced lumbar Jordosis 
or to increased intra-abdominal tension, the abdominal 
wall is tense and stretched. 


The customary routine, before abdominal palpation, is 
to attempt to obtain a maximum degree of relaxation 
by placing the patient in the supine position, with the 
arms at the sides and the head and neck comfortably 
elevated upon a pillow. The lower limbs are drawn 
up by semiflexing the hip- and knee-joints, and the 
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aac 
examination then proceeds. Relaxation of any muscle 
js obtainable only by approximation of its points of 
attachment. The composite nature of the points of 
attachment of the abdominal muscles seems, at first 
sight, to preclude any possibility of this manceuvre, 
but in reality the two major attachments of this whole 
group of muscles are the lower ribs at the cranial end 
and the bony and ligamentous structures of the anterior 
aspect of the pelvis at the caudal end. Approximation 
of these points will automatically relax these muscles. 
The orthodox posture of flexion of the neck and semi- 
flexion of the thighs, already described, fails to procure 
this approximation or to obliterate the normal lumbar 
lordosis (Fig. 1), though it is true that the tension exerted 





Fic. | 


by the fascia lata ‘on the inguinal ligament of Poupart 
is relaxed, thus diminishing the normal downward con- 
vexity of this structure. This is not sufficient, in most 
instances, to make any appreciable difference in the tense- 
ness of the abdominal wall. In order to accomplish this 
object it is necessary to rotate the pelvis on a horizontal 
axis which passes through both hip-joints. This rotation 
entails movement of the anterior aspect of the pelvis to 
an appreciable extent in a cranial direction and also some 
flattening of the normal lumbar curve. The amount of 
this movement of the pelvis varies in different patients, 
as it must depend upon the degree of lumbar flexion 
obtainable in each individual. The desired posture may 
be secured quite simply by first placing the patient in 
the orthodox position, with the knees drawn up and the 
feet firmly placed, and then asking him to “raise his 
tail bone one inch from the couch” (Fig. 2). This 








Fic. 2 


mstruction is usually easily understood, and enables the 
Patient to avoid the error of lifting the whole lumbar 
spine off the couch. This position can be maintained 
with perfect ease, and if the hand of the examiner be 
Placed on the abdominal wall while it is being assumed 
4 noticeable diminution in the amount of muscular resis- 
lance will be felt immediately. By this simple manceuvre, 
therefore, it is possible materially to increase the know- 
ledge obtainable by palpation of the abdomen. 

The rotation of the pelvis and flattening of the lumbar 
curve are preduced mainly by contraction of the ham- 


string group of muscles, together with the ischio-femoralis 
portion of the adductor magnus, which act with the flexed 
knee as a fixed point, though the posterior fibres of the 
glutei muscles also assist to some extent. 

Similar relaxation may be obtained by other means, 
as, for example, by elevating the thorax on pillows or 
by placing a pillow under the sacrum, or by both these 
measures, but such steps are neither as simple nor as 
effective as that which I have described. The “ dangle” 
position, described by C. Jennings Marshall (1933), attains 
the desired objective by the use of the sitting position ; 
but it is useful only in the examination of the upper 
part of the abdomen, and is therefore not universally 
applicable. 

REFERENCE 
Marshall, C. Jennings (1933). British Medical Journal, 1, 413. 








Clinical Memoranda 








Spontaneous Hypoglycaemia : Familial 
Incidence 


The paucity of published cases of the above syndrome in 
this country, and the interesting paper by Price and Raper 
(1938) in a recent issue, prompt me to record the following 
cases, 
CAsE | 

Miss S. was referred to me by her brother, a physician. 
Since the age of 14 she has suffered from peculiar “ fainting ” 
attacks. In the last few years she has been living with her 
brother, to whom I am indebted for the description of the 
attacks. These are usually preceded by a smell of acetone in 
the breath, vertigo, headache, and sometimes vomiting: apart 
from confusion and a drunk feeling, the patient could not 
give a clear account of them. The attacks were accompanied 
by mental confusion, with euphoria, ataxic movements, and 
slurred speech. The symptoms would pass off in a few hours, 
leaving the patient weak for a few days. On several occasions 
she had collapsed whilst out, and was considered to be drunk, 
although a teetotaller. On some occasions collapse would 
occur, leaving her almost pulseless. The attacks formerly 
occurred with or near the periods, but for the last few years 
there have only been a few during the year. Every night for 
as long as the patient can remember she has awakened between 
12 and 2 a.m. feeling weak and very hungry, and this is 
relieved by food left at the bedside. The patient has always 
had a marked distaste for sweet things. Since the age of 14 
there has been intermittent urticaria. 


Examination—The patient was aged 52, of heavy build, and 
looked a few years older. The facies were plethoric, with a 
growth of hair on the lip. The general appearance was a little 
suggestive of pituitary basophilism, but the distribution of 
fat and sexual hair was normal. The blood pressure was 
140/105 when flat, and 170/125 on standing, with the pulse 
unaltered. To eliminate a sensitive carotid sinus as a cause 
of the condition pressure was made on both sides of the neck 
without result. Although there had not been any attacks for 
several months, a glucose-tolerance test was done tn the hope 
that this might throw some light on the condition. The 
following figures were obtained: resting level, 70 mg.: after 
45 minutes, 134 mg.: after 90 minutes, 138 mg.; after 135 
minutes, 94 mg. The urine was normal in each _ instance. 
Figures much lower than these are probably present during the 
attacks. A fact to be considered in this respect is that hypo- 
glycaemic symptoms may occur at relatively high levels. and 
may yet be absent at very low levels, as shown in Price and 
Raper’s case. The patient was given ephedrine 1/4 grain twice 
daily, and a glucose drink before retiring. In spite of marked 
antipathy the glucose was taken, and the nocturnal attacks 
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disappeared almost immediately and have not _ returned, 
although she has had several aurae. 


A few months after seeing the patient I was called to 
visit her brother. The maid, bringing in his morning tea, 
had found him wandering about the bedroom without his 
pyjamas, and strange in his manner. 


Case Il 

I found the patient in bed, weak, sweating, confused, and 
dysarthric. On the floor were his pyjamas in a soaked con- 
dition. The pupils were unequal, and reacted sluggishly to 
light and accommodation. Apart from this the nervous 
system seemed normal. The blood pressure was 110/70, and 
the pulse and temperature were normal. Because of his age 
—54 years—a tentative diagnosis of cerebral thrombosis was 
made, and the wet pyjamas ascribed to incontinence. 

On the following day the blood pressure was 150/90, 
and the confusion and dysarthria had disappeared and the 
pupils were normal. The weakness and nocturnal sweating 
persisted for a few days, but the patient was up and about 
within a week. The diagnosis was altered to that of spon- 
taneous hypoglycaemia. The blood pressure eliminated hyper- 
tensive encephalopathy as the cause. On questioning, it 
appeared that the doctor had awakened during the night in a 
drenching sweat, with confusion of thought and ataxia, but 
nevertheless managed to change his pyjamas. He had a dim 
recollection of seeing the maid in the morning. He stated 
that his blood pressure had been 150/90 for some years. 
There was a history of nocturnal sweats for years, often 
associated with a drunk feeling. At these times his wife had 
noticed difficulty in speech and a Staggering gait. The patient 
had put these attacks down to some toxaemia, and because of 
osteo-arthritis of the hip had all his teeth removed, but this 
improved neither the arthritis nor the attacks. Marked physical 
exertion or exposure to cold was a predisposing factor. The 
last attack followed a trip down the river on a cold windy 
day. Like his sister, this patient has always had a marked 
distaste for sweet things. 


COMMENTARY 


The woman patient showed the flat and low sugar- 
tolerance curve which suggests delayed absorption of 
carbohydrate or insulin overactivity. The stools were 
normal and there was no evidence of either insufficient 
carbohydrate in the diet or of delayed absorption. The 
ketosis is probably due to the insufficient carbohydrate 
flame, and similar ketosis may be seen in the hypo- 
glycaemia of cyclical vomiting and Von Gierke’s disease. 
The attacks had been previously diagnosed as some ovarian 
dysfunction, but they had survived both hysterectomy and 
the menopause. The length of history would preclude 
organic disease, and some functional pancreatic or 
pituitary disorder may be the factor. 

Although a glucose-tolerance test had not been done 
on the brother, the attacks are very suggestive of spon- 
taneous hypoglycaemia. Both patients showed a great 
distaste for sweet things. The carotid sinus mechanism 
was normal in both cases. The term “hypoglycaemic 
encephalopathy ” would be useful in stressing the possi- 
bility of sugar insufficiency as a cause of some unexplain- 
able neurological syndromes. 
stressed in the literature. 


SUMMARY 


Attacks of spontaneous hypoglycaemia are described in 
a brother and sister. 


Both patients showed a marked dislike for sweet foods. 
E. T. RENBom, M.D., M.R.C.P., B.Sc. 
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INDUSTRIAL INJURIES 


Accidents du Travail. Accidents de Droit commun, 
Invalidités de Guerre, Maladies professionnelles. By 
Léon Imbert. Third edition, with the collaboration of 
Dr. Jean Sédan. (Pp. 244; 84 figures. 80 fr.) Paris: 
Masson et Cie. 1939. 
In his preface to the third edition of Accidents du Travail 
Professor Léon Imbert says that recent advances in this 
subject have been so great that he has been obliged to 
rewrite the whole book. The time has long passed when 
the injured workman bad to depend on charity: he can 
now claim not only “compensation” but the full cost 
of treatment, drugs, surgical appliances, and vocational 
training where these are required as a result of an in. 
dustrial accident. The relation of injury to disease jg 
discussed in general terms, and is considered particularly 
with reference to diabetes, tuberculosis, and chronic 
affections of the central nervous system. The impor 
tance of “traumatic illness ”*—the constitutional dis 
turbance following injury—is stressed. 

Professor Imbert displays an attitude towards the 
problem of fractures which can only be described as 
astonishing to those who have followed the recent dis- 
cussions of this subject. “In the treatment of fractures,” 
he says, “it is rare that medical attention leaves anything 
to be desired, but it often happens that the patient is left 
to himself.” Only one-quarter of the cases of fractured 
neck of the femur are able to resume manual work, 
except in patients under the age of 30; “‘ muscular atrophy 
is an inevitable manifestation of every fracture ” ; chronic 
arthritis occurs after every fracture of the patella, whether 
operated on or not; the author has never seen a case 
of complete functional recovery after this injury, there is 
seldom less than 25 per cent. of permanent disability, and 
even in favourable cases following operation the average 
period of incapacity is five to six months. Fractures of 
the leg bones usually heal with 2 to 3 cm. of shortening, 
and stiff joints occur “ almost invariably, except in young 
subjects.” Even after firm bony repair pain in the leg 
is so common that its absence should arouse suspicion of 
tabes or other chronic nervous disease. The term “ mal- 
union” should not be used to mean mere shortening— 
this is practically always present—but should be reserved 
for marked angular deformity, talipes equinus, oF 
ankylosis of the ankle. “No one any longer maintains 
that a well-treated fracture of the leg leaves no dis- 
ability ; this may happen in children, but never in adult 
workmen.” The author quotes Bohler’s results with polite 
incredulity: “‘ Bohler,” he says, “reports sixty-seven com- 
pound fractures of the leg, of which fifty-two had full 
functional recovery, with no muscular wasting, no painful 
scars, no phlebitis, no stiff joints, and no oedema. One 
can only bow.” As is usual in French medical textbooks, 
the author appears to ignore almost completely the exist 
ence of authorities outside France. 

In discussing claims in respect of hernia the medical 
view is contrasted with that of the lawyer; probably 
almost every case of inguinal hernia is due essentially to 4 
congenital defect, but the law finds it impracticable to 
“consider all the predisposing causes of a condition of 
disability ” ; compensation is payable even if the injury 
is not the sole cause of the disability ; “the judge caf 
only compare the present earning capacity with that before 
the accident”; no allocation of liability can be made as 
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between the actual damage sustained and any other 
physical defect present. The curious logic of the French 
mind is illustrated by the reference to the evaluation of 
disability in cases of castration following accident: this 
operation, it is said, reduces a man to a state intermediate 
between a male and a female; as the average earnings 
of women are halt those of men, disability is assessed 
at 25 per cent. There is a good discussion of the proper 
requirements of an amputation stump, but cineplastic 
amputations are dismissed as unpractical—with no refer- 
ence to the important work of Kessler or others in this 
field. The author is alive to the possibility of malinger- 
ing, but regards this as rare, and makes the wise remark 
that “ one is deceived more often by an excess of distrust 
than by an excess of confidence.” The surprising state- 
ment is made that about one-third of all industrial injuries 
affect the eye. (According to the Home Office figures the 
proportion in this country is only about 2 per cent., but 
Minton points out that this takes no account of injuries 
entailing not more than three days’ disability, which prob- 
ably amount to something like a quarter of a million 
per annum.) 

The book closes with a section devoted to a summary 
of legislation in France relating to industrial injuries, 
including the Act of 1938, which came into operation on 
January |, 1939. This abolishes the “ waiting period ” of 
three days, making compensation payable as from the 
date of the accident; the scale for total permanent dis- 
ability is raised from two-thirds to three-quarters of pre- 
accident earnings; if the injuries are such as to oblige 
the workman to employ someone to attend to him the rate 
of compensation is raised to 100 per cent., and in addition 
he may claim up to 3,000 francs per annum to pay his 
attendant. The standard rate remains at one-half of 
wages up to the thirty-second day of disability, after which 
it is raised to two-thirds. Employers are now, for the first 
time, made liable for the cost of providing and maintain- 
ing any prosthesis required ; medical costs are to be paid 
by the employer even when the injured workman is able 
to continue at work ; and provisions are now made to 
enable a claim which has been settled to be reopened if 
the workman suffers a relapse of an old disability. These 
features of the French system, it may be suggested, merit 
the careful study of the Royal Commission which is now 
making an inquiry into workmen’s comfpensation arrange- 
ments in this country. 


GENETIC PROBLEMS IN PLANTS 


Neue Gesichtspunkte in der Vererbung. By Professor 
August Bier. (Pp. 70. RM. 3.60.) Berlin: Julius Springer. 
1938. 

The famous German surgeon August Bier, who retired 
from his professorship and clinic in Berlin in 1932, while 
investigating genetic problems in plants, happened to find 
seeds of Lupinus luteus which by particular circumstances 
had been delayed in germinating for fifty-five years (from 
1869 to 1924). Many of these seeds developed into plants 
of quite a different species. In the author’s opinion 
Lupinus polyphyllus differs from the original plant not as a 
negro differs from a white man but as an ape from a 
human being. Therefore the alteration cannot be called 
a simple mutation, for that only occurs within the range 
of a species, and only consists in the new appearance of 
One particular trait or of some single traits, but never in 
the complete change from one well-defined species into 
another just as well defined. This change the author calls 
a transmutation, and to explain its occurrence he wrote 
the little book under review, because no genetic journal 
Was willing to print his revolutionary explanation in spite 








of his renown. It is closely related to his philosophical 
ideas published in various papers during past years (partly 
also in the English language). 

Scientific research is not enough if not supported by 
natural philosophy. At all periods of human history two 
conceptions of the world were opposed to one another: 
the teleological, which in everything that occurs sees the 
action of the Adyos, the world reason (Heraclitus, Hippo- 
crates); and the mechanical, which believes in the action 
of blind natural laws. An example of the incapacity of 
these two conceptions to solve scientific problems is the 
problem of inflammation (Bier, 1934): to decide whether 
this process is itself a disease process or a defensive 
response to disease. To overcome this difficulty we need, 
besides the most general scientific system of logic, another 
which Bier calls that of harmony. In the problem of 
genetics this means that there are two opposite principles 
in heredity—stability and variability. In the particular 
seeds under investigation the latter principle wholly pre- 
vailed. This fact might be due to the slow action of 
Nature during the fifty-five years of delayed germination, 
while ordinary mutations are brought about by short and 
sudden influences like change of temperature, x rays, and 
other similar stimuli. The author made use of his 
“system of harmony” to explain allopathy and homoeo- 
pathy, and the seeming contradiction of medicine, surgery, 
and natural treatment. He applied it practically in his 
forest in connexion with plants, animals, climate, and soil ; 
in pathology for bridging the contradiction between 
humoral and cellular physiology and pathology, in philo- 
sophy that of teleology and materialism, of soul and body. 
And now he wishes to introduce it also into genetics while 
the geneticists are still far from any understanding of it. 


EMBRYOLOGY OF THE CENTRAL NERVOUS 
SYSTEM 

Recherches sur l!Embryologie du Systeme Nerveux Central 

de Homme. By André Barbé. Preface by A. Souques. 

(Pp. 340; 318 figures. 250 fr.) Paris: Masson et Cie. 

1938. 

In this book Dr. André Barbé deals with the various stages 
of development of the central nervous system in man 
during intra-uterine life. It is divided into two sections— 
the first part being a description of the central nervous 
system of each specimen examined, while the second deals 
separately with the developmental history of particular 
regions or parts of the axial nervous system. The material 
on which the work has been based consisted of fifty-two 
human embryos and foetuses aged between 35 and 252 
days. Some of these which were macerated had to be 
discarded. Of the remaining specimens some were excep- 
tionally good, and were prepared and sectioned with the 
use of modern methods of neuro-histological technique. 
These form the basis of a valuable contribution to the 
general topographical knowledge of the development of 
the central nervous system. The figures, 318 in number, 
are excellent reproductions of untouched photographs of 
various specimens seen as a whole or in section, and one 
may specially mention the beautiful series of micro- 
photographs of the brain-stem and spinal cord. The 
parts specially studied are: 

(1) The fissure of Rolando, which appears, according to 
Barbé, as early as the third month, instead of, as is usually 
supposed, not until the fifth month. (2) The relation of the 
internal capsule to the corpus striatum. The internal capsule, 
which is formed by projection fibres coming from all parts 
of the mantle layer of the hemisphere, as well as fibres from 
the caudate and lenticular nuclei, does not pass between the 
caudate and lenticular nuclei but traverses the substance of 
the lenticular nucleus, and is thus entirely intralenticular. 
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(3) The choroid plexuses of the lateral ventricles are regarded 
by the author as playing an important mechanical part in the 
development of the hemispheres. (4) The neural or ependymal 
canal has been studied with respect to its disposition and form 
at different ages, and attention is drawn to its importance in 
relation to the formation of nerve cells, which migrate 
outward from the walls of the canal both in the spinal 
cord and brain. (5) Finally, Dr. Barbé has studied the sensory 
and motor roots of the spinal cord with especial reference to 
their connexions with Clarke’s columns and the anterior horns 
of grey matter. His specimens show, in the human subject, 
that the anterior roots receive fibres coming not only from 
the anterior horn of the same side but also from the opposite 
side. there thus being a decussation of motor fibres in the 
median plane throughout the whole length of the cord com- 
parable with the pyramidal decussation in the medulla 
oblongata. From this embrvyological standpoint the author 
asks whether it is not permissible to infer that there is a 
similar decussation of both motor and sensory fibres through- 
out the whole length of the neural axis. 

Dr. Barbé’s book represents an independent piece of 
research, which serves to confirm much of the earlier 
work carried out by His and later experimental workers ; 
and it not only fills in certain gaps in our previous know- 
ledge of the developmental history of the brain but 
furnishes a document which may be made use of for 
further work on the same lines. 


INTERNAL MEDICINE 

Internal Medicine : its Theory and Practice. In Contribu- 

tions by American Authors. Edited by John H. Musser, 

B.S. M.D., F.A.C.P. Third edition. (Pp. 1.428: 39 

figures, 18 tables. 45s. net.) London: Henry Kimpton. 

1938. 
The now well-established Internal Medicine, by twenty- 
seven authors, under the editorship of the professor of 
medicine, Dr. J. H. Musser, in the University of Tulane, 
New Orleans, is in its third edition, and has undergone a 
very extensive revision. Though conciseness has obviously 
been aimed at—and perhaps the relative fewness of illus- 
trations is due to a desire to economize space—the editor 
admits that the present edition is 140 pages longer than its 
predecessor. This, indeed, is not surprising in the light 
of nearly five years’ accumulation of new knowledge. The 
sections are provided with useful lists of select references. 
The editor has been so self-denying as to limit his own 
contribution to an account of the nutritional disorders. 
Dr. R. M. Wilder, the occupant of the chair of medicine 
at the Mayo Clinic, writes on diseases of metabolism 
and gives an account of a new syndrome—that of hyper- 
tension, hyperglycaemia, and obesity, described in 1933 by 
Musser—which may be due to overactivity of the anterior 
pituitary. The authoritative chapter on endocrine diseases 
has been extensively revised by Professor J. H. Means of 
Boston, and an entirely new section on the sex-hormonal 
aspects has been contributed by Dr. Fuller Albright. Out 
of his full experience Professor E. B. Krumbhaar writes on 
the diseases of the spleen and the reticulo-endothelial 
system. Cardiac diseases are dealt with in a hundred 
pages by Professor F. M. Smith of Iowa. 


* PHYSICIANS’ FARE” 


Physicians’ Fare. By C. G. Learoyd. (Pp. 302; 7s. 6d. 

net.) London: Edward Arnold. 1939. 
Since most of the stories in Dr. Learoyd’s collection came 
out originally in the St. Thomas’s Hospital Gazette, it 
might be supposed that they are addressed exclusively to 
a medical audience; and the same inference could; of 
course, be drawn from the tithe which has been chosen 
for their issue in book form. In several of them, more- 
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over, there are nuances which few but medical readers 
will perceive and enjoy ; yet there are indications that the 
author has his eye on laymen as well, which is in some 
ways a pity. At his best Dr. Learoyd can tell a humorous, 
or a gruesome, or a dramatic story not merely with 4 
vivid pen but with real distinction, and sometimes with 
that deft sting in the last sentences which O. Henry 
exploited and popularized ; and there are about-a dozen 
of these stories in which he reaches a high level in one or 
other of these respects. For this he deserves well of his 
public, and especially of the professional section of it; 
but a proper sense of gratitude is somewhat mitigated by 
the inclusion of pedestrian stuff in which the cheap and 
tendentious sneer, or the patent striving after a slightly 
meretricious effect, spoils the treasure-ship for a ha’porth 
of good judgment. To dwell, however, on the more 
grateful topic, the first, third, and sixth seem to us all 
admirable, and easily the best of the first nine stories. The 
tenth, eleventh, and twelfth are first-class, and the last 
four are also of a uniform excellence. Each reader will 
form his own opinion as to the best story of the bunch; 
the layman may well pass a judgment with which the 
physician may disagree, but to the latter, at any rate, may 
be commended with confidence “A Nice Quiet Locum- 
tenency,” “ The Old Patient,” ‘* Murder on the Fen,” “ The 
Sportsmen,” “ Beloved Brethren,” and the last four of the 
collection. For these the author gets full marks, and if he 
can reach this standard consistently it is a safe prediction 
that publishers will jump at his next piece of literary 
output. 





Notes on Books 


The third edition of The Plant Alkaloids, by Dr. T. A. 
Henry (J. and A. Churchill, 42s.), is practically a new 
book, because the second edition appeared in 1924 and 
since that date knowledge of the subject has increased 
very greatly. This increase in knowledge is indicated by 
the fact that, although the present volume contains nearly 
700 pages, yet the section on alkaloids of unknown 
constitution occupies less than one hundred pages. Dr. 
Henry gives a systematic account of all the natural 
alkaloids. He devotes chief attention to their chemical 
structure and properties, but short accounts are given of 
pharmacological actions. The introduction contains an 
interesting discussion on the reason for the occurrence 
of alkaloids. They are produced by only a small pro- 
portion of the plant population and apparently serve no 
useful purpose to the plants. Pictet suggested that they 
were waste products. There is evidence that they are 
formed at the centres of active metabolism, and Robin- 
son has put forward a series of schemes showing how all 
the common types of alkaloids might be manufactured 
from materials which exist in the plant. 


Forschungsergebnisse auf dem Gebiete  biologischer 
Heilmittel is one of the annual reports on progress regard- 
ing natural remedies, and contains articles on a_ large 
number of drugs of vegetable and animal origin. The 
general outlook of the report is indicated by the title of 
the first article: “ The return from synthetic drugs to fresh 
plants.” It is issued by Dr. Madaus Fabrik, Radebeul- 
Dresden. 


Fundamentals of Experimental Pharmacology, by Pro- 
fessor T. H. SOLLMANN and P. J. HANzLIk, was first 
published in 1929, and a second edition has now appeared. 
The volume gives full details of all the chief experiments 
suitable for students of pharmacology, and also describes 
a large number of demonstrations. The appendices are 
an outstanding feature of the book, since they contain a 
mass of important experimental data, such as dosage of 
drugs and composition of perfusion fluids. The 1939 
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edition contains a large amount of fresh information, for 
it gives details of experimental doses of many new sub- 
stances, such as sulphanilamide, sex hormones, etc. The 
yolume has a firmly established reputation as an excep- 
tionally useful laboratory manual, and the revised table 
of doses in particular will be of great value to all physio- 
logists and pharmacologists. It is published at 4.25 dollars 
by J. W. Stacey of San Francisco. 


Ergebnisse der Vitamin- und Hormoneforschung is an 
annual international review of the results of vitamin and 
hormone research edited by Sir Edward Mellanby and 
Professor Ruzicka of Zurich. The second volume, which 
has appeared this year (Leipzig: Akademische Verlags- 
gesellschaft, RM. 33), contains a number of articles of 
great interest. Among these may be mentioned: vitamins 
and dental caries, by Lady Mellanby and J. D. King; the 
chemistry of ascorbic acid, by Professors Howarth and 
Hirst ; the relation between sex hormones and cancer pro- 
duction, by Professor Lacassagne: the chemistry and 
biological properties of the carcinogenic substances, by 
Dr. J. W. Cook ; and the chemistry of insulin secretion, 
by Professor Houssay and Dr. Deuloteu of Buenos Aires. 
These. examples illustrate the range of subjects and the 
international character of the review. All the articles 
supply condensed accounts of subjects in which important 
advances are now occurring, and it is not possible to give 
any short general account of the contents of a volume 
which covers such a wide and varied field. The articles 
are, however, all written by weil-known experts and pro- 
vide authoritative accounts of rapidly progressing subjects. 
The rapid expansion of scientific literature causes workers 
to be more and more dependent upon reviews of this 
character for information regarding progress outside their 
own particular specialty. 


Metodi di Determinazione delle Vitamine, by Dr. 
ANTONIO T1ZZANO of Turin, gives a brief summary of 
present knowledge regarding the chemical properties of the 
vitamins and of the standard methods by which their 
activities are estimated. It is published at 12 lire by 
Industrie Tipografica Editoriali Riuniti, Turin. 


Preparations and Appliances 





TONSIL SUCTION DISSECTOR 


Mr. O. Poprer, F.R.C.S.Ed. (Johannesburg), writes: 


To add yet another instrument for the operation of tonsil 
dissection would appear to call for an apology, considering 
the enormous number of ingenious devices that have been 
designed for this purpose. The instrument I am describing 
here, however, replaces four other instruments, and from that 
point of view I think deserves its place in the surgeon’s 
armamentarium. It differs in three important particulars from 
previous suction dissectors: (1) the channel runs to the very 
tip, where suction is most needed ; (2) the channel is flared out 
and flattened at the tip so that the instrument is no thicker 
than the usual dissector—this is an advantage over the 
bulkiness of previous instruments of this type; and (3) it has 
a serrated edge. 

A glance at the illustration shows that, in the first place, 
this is a dissector of orthodox design. Secondly, it has a 
large channel running through its entire length, right to its 
very tip. Thirdly, since the edge is serrated, by exercising 
lateral movement it can be used for the incision at the 
junction of the anterior pillar and the tonsil. Fourthly, the 
curve is eminently adapted for use as a pillar retractor. It 
is clear, therefore, that with this instrument continuous suction 
can be applied during the process of: (1) incising the anterior 
pillar so as to expose the tonsillar capsule; (2) using the 
instrument as a blunt dissector in exposing the entire capsule 
down to the lingual prolongation; and (3) by using the 








device as a suction retractor any bleeding-points can be 
clearly demonstrated. An instrument that combines the 
function of knife, dissector, suction apparatus, and retractor 





As 
— La 











lpg prs ath ee = Irs 
a : AN 





without any complicated adjuncts must expedite and improve 
operative technique. I have found this to be the case after 
two years’ use, and this is also the opinion expressed by my 
colleagues who were good enough to use the instrument. 


Messrs. Down Bros., Ltd., are the makers. 


AN EMERGENCY LAMP 


The Houghton belt lamp has been designed for emergency 
use during air raids. The accumulator, which is fixed to a 
belt, as in the illustration, has a standing life charge of three 
to four menths, and the lamp itself is designed to withstand an 
abnormal amount of violence: it is normally fixed to the 














shoulder strap which suspends the belt and can be used in 
any position. The belt is constructed of strong, durable 


waterproof webbing and is fitted with a patented control 


switch and spare lamp pocket. The whole provides an easily 


portable and self-contained unit which should be useful for 


an emergency. The cost of the Houghton belt lamp is 


27s. 6d., and it can be obtained from the Young Accumulator 


Company, Burlington Works, Malden Way, New Malden, 


Surrey. 

ADJUSTABLE ARM SLING 
The “Mead” arm sling is made of strong gingham and is 
light and washable. It can be adjusted easily by means of 
a non-slipping buckle. The weight of the injured arm. is 





carried by the opposite shoulder, and the sling can be applied 


to either arm. It is made by C. J. Hewlett and Son., Ltd., 


of 35-42, Charlotte Road, London, E.C.2, from whom further 
details can be obtained. 
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THE TAVISTOCK CLINIC 
MINISTER OF HEALTH AT LUNCHEON 


The chief guest at the annual luncheon of the Tavistock 
Clinic, which took place on May 15 under the chairman- 
ship of Lord Alness, the chairman of the council, was Dr. 
Walter Elliot, the Minister of Health. 


Dr. Elliot said that he rejoiced in the fact that the stigma 
attached to mental illness appeared to be diminishing. Voluntary 
admissions to public mental hospitals under the Mental Treat- 
ment Act averaged over 800 a month, and whatever ‘reservation 
might be made with regard to these figures the fact was indis- 
putable that a large number of persons, feeling symptoms of 
incipient mental illness, were now willing to recognize the 
need for treatment and to go to mental hospitals to receive it. 
The figures with regard to out-patient clinics were equally 
striking. During 1938 over 19,000 patients were treated at 
177 clinics associated with mental hospitals. 

The Minister applauded the Tavistock Clinic for its teaching 
of psychotherapy. Early treatment and preventive work 
would, he said, come within the field of the general practi- 
tioner, but there was still the need for more practitioners 
with specialist knowledge, and an invaluable service was being 
performed by the Tavistock Clinic in the training which it 
provided in this special branch of medical work. He added 
a word about the additional strain which might be placed 
upon the medical services in dealing with the situation that 
would arise in the event of war. The conditions likely to 
occur in such an event would put heavy demands upon those 
able to treat psychological and neurological disorders, and 
those demands woul occur at a time when the efforts of local 
authorities and of the medical profession would be strained 
to their utmost capacity in other fields. The Government, 
in consultation with representatives of the medical profession, 
was working out arrangements for handling those who might 
succumb to shell-shock or other nervous disturbance, and for 
treating them according to the degree of severity of their 
illness. Here again the effectiveness of any scheme would 
depend upon the availability of sufficient medical men skilled 
to provide the very specialized treatment that cases of this 
character required. 


The Needs of Psychotherapy 


Dr. J. R. Rees, the Medical Director, after reviewing the 
general work of the Clinic during the year. said that from 
many different sources there was a call for the provision of 
better facilities for psychotherapy and more adequately trained 
doctors. One method which to him seemed sound was that 
out-patient psychotherapy should be made an approved 
benefit under national health insurance; this would allow of 
the employment of adequately trained doctors in local 
authority clinics in every part of the country. In face of 
the problem of national unfitness, the need for morale, and 
the existing sickness wastage, there must be more medical 
training and better facilities provided both in the provinces 
and in London. It mattered little who did the work so long 
as it was well done. The Tavistock Clinic would certainly 
go forward as far as ever it could with the support which 
it received. He also mentioned the new problems in regard 
to the treatment of delinquency which would make their 
appearance when the Criminal Justice Bill was through—‘ as 
we hope it soon will be, and in its entirety, despite the 
repressed aggression of the Conservative ladies who are 
tilting at the Home Office’s ‘sloppy’ belief in facts and 
realities.” 

The Duke of Kent, who is President of the Clinic, sent a 
message in which he said that he felt that the Clinic played a 
most important part in psychological treatment. 

At a business meeting preceding the luncheon Lord Alness 
said that the importance of the educational work done at the 
Clinic and the supreme value of research were being more 
and more fully recognized. The only hampering element 


was financial. “ We want a Nuffield in the sphere of psycho. 
logical medicine, and I believe we shall not look for one jp 
vain.” He also spoke of the gratitude the mental health 
movement in this country owed to Lord Feversham. who had 
both directed and inspired the Feversham Committee, on 
which he, Lord Alness, had had the privilege of serving 
The progress of the Clinic had been along the lines which the 
Feversham Committee suggested—the exaltation of _ the 
human factor as distinguished from the mechanistic and 
materialistic points of view. 

Lord Hollenden, the treasurer, reported a rather brighter 
financial outlook for the Clinic—a small surplus on the year, 
brought about largely as a result of rigid economy and the 
charitable action of the medical staff in accepting the abolition 
of most of their honorariums. 





INTERNATIONAL UNION AGAINST 
TUBERCULOSIS 


Léon Bernard Memorial Prize 


The Executive Committee of the International Union against 
Tuberculosis places at the disposal of the Governments and 
associations belonging to the Union a biennial prize of a value 
of 2.500 French francs, in memory of the late Professor Léon 
Bernard. who was the founder and for fourteen years 
secretary-general. 


This prize will be awarded for the second time in the year 
1940, to the author of an original essay on ‘* Conjugal Tuber- 
culosis.”” in Engiish or in French. These two languages have been 
selected in order to simplify the task of the committee. The 
essays must be typewritten or printed, and must not exceed 10,000 
words. They must be forwarded by a Government or an associa- 
tion belonging to the Union to the Secretariat of the International 
Union against Tuberculosis, 66, Boulevard Saint-Michel, Paris (6e), 
not later than May 1, 1940. Competitors in this country should 
forward their essays through the National Association for the 
Prevention of Tuberculosis, Tavistock House North, Tavistock 
Square, London, W.C.1. Should the Executive Committee decide 
that no essay submitted is of sufficient merit the prize will not be 
awarded in 1940, but will be offered again in the following vear. The 
decision of the committee will be final. 


Scholarships at the Carlo Forlanini Institute 


Six scholarships at the Carlo Forlanini Instituie in Rome 
have been placed at the disposal of the International Union 
against Tuberculosis by the Italian Fascist National Federation 
against Tuberculosis. 


These competitive scholarships, of a value of 2.000 lire respec- 
tively, plus board and lodging, are intended to enable foreign medical 
practitioners to stay at the Carlo Forlanini Institute in Rome for 
the purpose of following a course of studies. This stage of eight 
months will correspond with the academic year (from November 15 
to July 15), including the usual holiday periods. The scholars will 
reside at the Institute. 

The scholarships will preferably be awarded to young physicians 
already familiar with tuberculosis problems, and who wish to 
improve their knowledge of this branch of medicine. The kind of 
work undertaken at the Institute will be subject to an agreement 
between the director of the Institute and the candidate. Papers 
resulting from this work must be submitted for publication in the 
first instance to the Editor of the Bulletin of the International Union 
against Tuberculosis. 


The scholarships will be awarded at the next session of the 
Executive Committee, which meets in Berlin in September, 1939. 
The names of candidates, accompanied by particulars as to their 
age, qualifications, and professional experience, must be forwarded 
to the Secretariat of the Union, 66, Boulevard Saint-Michel, Paris 
(6e). not later than July 15, 1939. Candidates in this country 
should forward their applications through the N.A.P.T., Tavistock 
House North, Tavistock Square, W.C.1. No candidature will be 
taken into consideration unless it has been forwarded to the 
Executive Committee by a Government or an association belonging 
to the International Union. 
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THE CONTROL OF DISEASE 


An eminent writer and dramatist once suggested 
that the medical profession has no honest desire to 
make people well, since it has a vested interest in 
disease. It is a notable fact, therefore, that physi- 
cians and surgeons who have gained eminence in 
the clinical field have been the most eloquent 
apostles of health. Among these is Lord Horder, 
whose latest contribution to the topic appears 
under the above title on another page. In his 
address to the Royal College of Physicians of Edin- 


burgh he touched on a wider range of subjects than. 


some would think to fall within the scope of such 
a title, and this query is given point by one of his 
own remarks. He says that though the citizen 
can be. and is, saved from many diseases in spite 
of himself he cannot be made healthy, “ because 
health is an active and not a passive thing. It is 
not merely freedom from disease.” This sort of 
statement has been current for some time, and, 
although we know, or think we know, what Lord 
Horder means, a too sharp antithesis between dis- 
ease and lack of health and the activity or passivity 
of the one or the other may be misleading. Disease 
has been defined primarily as absence of ease, and 
more specifically as a condition of the body, or 
of some part or organ of the body, in which its 
functions are disturbed or deranged. It is true that 
many people who are not robust do not suffer from 
any condition which can be demonstrated by 
pathological methods to be due to, or associated 
with, a disturbance or derangement of function, 
although this may be apparent to the clinician of 
acumen. It seems likely that this difficulty of 
labelling is due to the imperfection of pathological 
science. To an increasing extent the biochemist 
and the immunologist are able to identify slight 
deviations from the normal in persons who formerly 
would have had to wait for the determination of 
their disease until those gross changes had occurred 
which the morbid anatomist could recognize. It is 
this knowledge which has led, for instance, to a 
Suspicion that some minor ailments and vague ill- 
health are manifestations of minimal deficiencies 
of vitamins or slight derangements of the ductless 
glands. While speculations of this kind, without 
scientific proof, may be unprofitable, it is probably 
Safe to assume that states which now. pass for an 


absence of health will increasingly be recognizable 
to the clinician and the pathologist as disease 
entities, and that advance of this kind may be 
greater in the psychological than in what Lord 
Horder calls the biological sphere. 

The point is not merely an academic one. If 
it were true that a clear-cut and permanent distinc- 
tion existed between health and absence of disease, 
it might well be maintained that those who have 
studied disease and laboured for its prevention and 
cure have no special qualification to take part in 
the promotion of health. There is, indeed. evidence 
that ideas of this kind are abroad. At its inception 
the National Fitness Campaign, for instance, was 
launched with little indication that medical know- 
ledge might be useful in its conduct. The justifi- 
cation for such an attitude is that medicine has 
paid little heed in the past to the detailed study 
of physical or mental improvement. Even in the 
case of such a recognizable disease as tuberculosis 
it is permissible to hold that economic circum- 
stances, advancement in decent living, and the 
accident of institutionalizing the sick poor without 
the intention to segregate have had more to do 
with its control than the more specific measures 
of prevention and cure which have been the subject 
of medical concern. In spite of the exhortations of 
the General Medical Council, medical education 
in most schools still relegates the prevention of 
manifest disease to a minor place in the curriculum, 
and affords little provision for instruction or prac- 
tice in the promotion of health. Moreover, the 
existing conditions of medical practice are not such 
as to give much scope for activities of this kind. 
If it is true that the promotion of health is as 
inseparable from the prevention of disease as the 
latter is from curative medicine the idea urgently 
needs practical recognition in reform of medical 
education and change in some of the conditions 
of medical practice. The growing public interest 
in what is called, in the current phrase, “ posi- 
tive health” will lead to unsatisfactory arrange- 
ments for its promotion without adequate medical 
guidance unless the profession itself insists that this 
is an extension of medical work, not something 
distinct from it. 

The breadth of Lord Horder’s survey, then, is 
justified by the title of his address, in spite of the 
reservation in the passage we have quoted. It 
traces most admirably the interplay of medical 
science and practice, economic and social circum- 
stances, Governmental action, the evolution of 
industry, man’s self-regard, feminine influence in 
and outside of the family, and international strife 
upon the fluctuations of communal healthiness. 
He shows how new discoveries, like those of recent 
times in immunology and chemotherapy, tempo- 
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rarily fill the professional eye and then fall back 
into their true perspective. He indicates how new 
knowledge of the nature of viruses may change 
our conception of the aetiology of diseases like 
cancer, although they do not behave in the same 
manner as those whose symptoms and incidence 
are known to result from the reaction of host and 
parasite. Above all, he reminds us that medicine 
cannot function effectively unless man’s basic needs 
are satisfied—‘ enough of the right food, decent 
shelter and clothing, a job of work with opportunity 
for play, and access to sunshine and fresh air.” 
Fortunately—or unfortunately—it is not our 


_ business to supply these things. but the corporate 


opinion of the profession on such matters can 
make itself felt. 





PORPHYRINURIA 


The complicated chemistry of the pyrroles. which 
has been studied for many years. notably by Hans 
Fischer and his colleagues, has been so far eluci- 
dated that a reasonable picture can now be drawn 
of some of the probable steps in the biological 
synthesis of haemoglobin. Haemoglobin is made 
up of globin, a protein linked in some unknown 
way to the iron-containing pigment haematin. 
Haematin consists of four pyrrole units joined 
together in a cyclic structure by methene bridges 
(-CH=) with an atom of iron united to the 
nitrogen of the pyrrole rings by means of primary 
and secondary valencies. The pigment freed from 
the iron is a porphyrin, and that which corresponds 
to haematin is only one of the possible porphyrins. 
The porphyrins differ in the positions of the sub- 
stituent groups in the basal nucleus, which is known 
as porphin—that is, the four pyrrole rings joined 
by the - CH= linkages. Tetra-methyl-tetra-ethyl 
porphin is termed “ aetioporphyrin,” and there 
are four isomers—aetioporphyrins I. I]. HI, and 
IV. From this series of aetioporphyrins there can 
be derived a corresponding series of proto- 
porphyrins I, If, III. and IV, which are substituted 
porphins in which the substituents are 4-methyl, 
2-vinyl, and 2-propionic acid groups. Similarly, 
there are coproporphyrins I. II, III. and IV, in 
which the substituents are 4-methyl and 4-propionic 
acid groups, and a series of uroporphyrins, in which 
the substituents are 4-methyl and 4-methyl-malonic 
acid groups. Haematin is protoporphyrin III with 
one atom of iron. While the derivatives in all four 
series have been synthesized, the only pigments met 
with in Nature are those belonging to series I and 
Il. Haemoglobin, chlorophyll. the protoporphyrins 
of birds’ egg shell, the prosthetic groups of cyto- 
chrome c, and catalase all belong to series III. 


The coproporphyrin normally present in urine and 
faeces and the uroporphyrin in the wing feathers 
of certain birds and in mussel shells belong to the 
series I derivatives. It is fundamental to the under. 
standing of the metabolism of these pigments to 
realize that series I and series III compounds 
cannot derive from one another, though they 
originate from the same raw materials—pyrroles, 
Normally small amounts of coproporphyrin I are 
excreted in the urine and faeces with very minute 
amounts of coproporphyrin III as well as traces 
of uroporphyrins I and HI. In man the daily 
porphyrin excretion in both urine and faeces is 
about 300 to 400 y—that is. 300 to 400 micro. 
grammes or thousandths of a milligramme, of 
which some 30 to 70 y are present in the urine. 

Assuming, as we must, that the synthesis of 
porphyrin starts from pyrrole units, derived prob- 
ably from amino-acids, it is necessary to explain 
why only the derivatives of the series I and III 
are formed, and, further. why those of series III 
normally predominate. Rimington’ calculates that 
the 750 grammes of haemoglobin in the circulating 
blood of man represents approximately 25.4 grammes 
of porphyrin. Part of this haemoglobin is broken 
down to give about 0.5 gramme of bilirubin daily, 
so that 0.5 gramme of porphyrin must be te- 
synthesized to haematin, and this porphyrin must 
beiong to series III]. The daily excretion of copro- 
porphyrin I in the urine and faeces may be taken 
as about 300 to 400 y. so that the ratio of -pro- 
duction of series I to series III derivatives must 
be somewhere about | to 1,000. Rimington sug- 
gests that there is an enzymatic reaction in the 
body which determines the great disparity in the 
production of series I and III derivatives from 
the same original pyrrole units. Series HII deriva- 
tives are used for the synthesis of haematin, while 
those of series I, except in certain birds, are waste 
products and are eliminated in the urine and bile. 
Dobriner and his colleagues? from their studies 
of congenital porphyrinuria, reach a similar con- 
clusion, and state that there is in the body a simul- 
taneous production of porphyrins I and III, and 
that in normal conditions there is a_ relatively 
constant ratio between the amounts formed. The 
fuller elucidation of this problem requires not only 
animal experiment but also careful investigation 
of the rare cases of congenital and acute porphyrin- 
uria and of the porphyrinuria following the adminis- 
tration of certain toxic agents and appearing also 
in pernicious anaemia. 

A slightly increased urinary excretion of por- 
phyrins has been observed in febrile conditions and 
after the taking of such toxic agents as arsenic. 





> C. r. Lab. Carlsberg, 1937, 22, 454. 
? J. clin. Invest., 1938, 17, 761. 
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An increase in the breakdown of blood pigment 
and the output of bile pigment brings about a 
corresponding increase in the production of por- 
phyrins, those of series III replacing the depleted 
haemoglobin, while those of series I, which are 
useless to the organism, are excreted. There 
appears, in fact, to be a general stimulation of the 
production of porphyrins without a disturbance 
of the normal ratio of the two series, which is 
controlled by the supposed enzymatic reaction. 
A great increase in urinary porphyrin is a feature 
of congenital porphyrinuria and involves series I 
derivatives for the most part and to some extent 
series III. The urinary porphyrins are also 
greatly increased in acute idiopathic porphyrinuria 
(uroporphyrin III); in poisoning by, for example, 
barbital, sulphonal, and trional (series I derivatives), 
and in lead poisoning (series III derivatives) ; and 
in pernicious anaemia (series I derivatives), 
pellagra, and cases of liver tumours (series III 
derivatives). Rimington* has reported recently that 
both animal and human subjects receiving doses 
of sulphanilamide show a marked porphyrinuria ; 
from the urine of rats so treated coproporphyrin 
III was isolated. McFarland and Strain,' how- 
ever, found no increase in urinary porphyrin in 
eight cases treated with sulphanilamide. even 
though one of the cases manifested light sensitivity 
as a result of the treatment. Further examination 
of this point is necessary, but the fact that sulphanil- 
amide is known to cause agranulocytosis and 
sudden anaemia in certain cases suggests that it 
gives rise to a disturbance in the processes of 
pigment metabolism and haematopoiesis which 
might reasonably be expected to lead to an 
increase in excreted porphyrins. A fundamental 
distinction must be drawn on biochemical grounds 
between congenital porphyrinuria and acute idio- 
pathic porphyrinuria. although the two conditions 
may coexist in the same patient.” According to 
Rimington’s hypothesis, congenital porphyrinuria 
Owes its origin to an inborn derangement of the 
enzymatic system determining the normal pre- 
ponderance of series III derivatives, which permits 
the production of abnormal amounts of series I 
pigments. the series II] compounds formed at the 
same time being synthesized to haemoglobin in the 
usual way. In acute idiopathic porphyrinuria, on 
the other hand. the enzymatic system operates 
normally, but the power of converting series I/II 
derivatives to haematin is somehow lost or 
inhibited, so that they are excreted unused as 
uroporphyrin III. This suggestive hypothesis can 
Obviously be applied to other types of porphyrin- 
* Lancet, 1938, 1, 771. 


* Arch. Derin. Syph., Chicago, 1938, 38, 727. 
Biol. méd., Paris, 1938, 28, 293. 


uria once the excreted porphyrins have been identi- 
fied. An interesting consequence of the fact that 
the series III pigments are greatly increased in lead 
intoxication is that we must regard this condition 
as interfering in some way with the normal syn- 
thesis of haemoglobin in the maturing red cells in 
the marrow. It is therefore necessary to revise 
the view previously held that the phenomena of 
lead poisoning so far as the blood is concerned 
are due to a peripheral action. Several of the 
signs and symptoms of lead poisoning are strikingly 
like those of acute idiopathic porphyrinuria. It 
remains to be seen if it can be shown that in both 
conditions the underlying cause is an increased 
circulation of uncombined porphyrins. 








VULVOVAGINITIS IN CHILDREN 


Vulvovaginitis is not an uncommon affection in little 
girls, and, in fact, may be merely a part of some general 
infection, but the non-gonococcal form gives rise to 
little trouble and is usually easily cured. On the 
other hand, the gonococcal form, though decidedly 
uncommon, at any rate in London children, is a serious 
disease, difficult to cure, exceedingly liable to relapse, 
and showing a marked tendency to spread when it 
breaks out in an institution. A very good account is to 
be found in the report of the L.C.C. Departmental 
Committee for 1939,' which shows the need for 
elaborate pathological investigations not only for the 
establishment of the diagnosis but also for tests of 
cure, and describes the methods which have been 
adopted so successfully to prevent spread under institu- 
tional conditions. A positive diagnosis depends on 
clear-cut clinical signs and the finding, isolation, and 
identification of the gonococcus not only in films but 
also in cultures. Criteria of cure are negative clinical 
and bacteriological examinations extending over a 
period of four to six months. To prevent the spread 
of the disease careful observation is necessary in order 
to detect all cases at the earliest possible moment, 
together with the most stringent nursing precautions for 
all children, infected and uninfected. Treatment, until 
recently, has been most unsatisfactory, cases remain- 
ing gonococcus-positive for many months and relapses 
being frequent. Local application of a variety of 
antiseptics—douching, swabbing, and painting—-does 
not do much more than keep the disease in check, but 
there is littke doubt that general treatment in the form 
of fresh air, amusements, and a balanced diet are ex- 
tremely helpful. The introduction of oestrin marked 
a great advance, and the use of .theelin in oil is favour- 
ably reported on by Burpee, Robinow, and Leslie,” and 
by other observers. Recently sulphonamide compounds 
have been employed with considerable success ; pron- 
tosil album, sulphanilamide, and uleron have all given 





‘ Brit. J. vener. Dis., 1939, 15, 18. 
2 Amer. J. Dis. Child., 1939, 57, 1. 
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good results, but D. K. Brown,’ using M & B 693, 
reports twenty-seven cases with only two immediate 
failures and three late relapses. There seems no reason 
why this drug should not prove as successful in 
children as it has done in adults, but more experience 
with it is necessary before its value can be fully 
assessed. Chance lately afforded an opportunity for the 
study of the anatomy, physiology, bacteriology, and 
pathology of a  gonococcus-infected vagina and 
cervix in a little girl of 34 years who died of tuber- 
culous meningitis. Benson, Steer, and Speer,* reporting 
their observations, point out how poor is the drainage 
in such cases, the vagina being only a potential cavity. 
They found that oestrin effects considerable changes in 
the vaginal and cervical mucosa and in the pH content 
of the secretions; a change from the columnar 
epithelium of the normal child to the stratified type of 
the adult no doubt helps to eliminate the gonococcus, 
but it is possible that changes in the cervix may lead 
to the occurrence of chronic endocervicitis—an undesir- 
able effect, since most observers agree that in the vulvo- 
vaginitis of little girls the cervical canal is rarely 
infected. These points are of much importance since 
oestrin in various forms has been widely used in treat- 
ment, and various observers have drawn attention to 
other possible dangers such as the development of 
secondary sexual characteristics and deleterious effects 
on the ovary. However, should the sulphonamide com- 
pounds, and especially M & B 693, fulfil their early 
promise these questions will become largely of academic 
interest, and an intractable disease which has baffled the 
best brains of the medical profession for many years 
will be reduced to the status of a minor ailmert. 


THE MALIGNANT CELL 


There are two stages in the development of a malignant 
tumour, each of which raises a different set of problems. 
In the first stage the malignant process is initiated by 
the conversion of normal cells of the host into malignant 
cells. In the second, malignancy is maintained by the 
continued growth of already malignant cells. The trans- 
plantation of non-filterable tumours is only concerned 
with the second stage: the tumours of successive genera- 
tions are merely the direct descendants of the malignant 
cells of the original tumour. This may be partly true 
with filterable tumours when they are propagated by 
means of cell grafts, but when cell-free filtrates are 
used as the inoculum it is clear that the agent contained 
in the filtrate is capable of initiating the first stage of 
the malignant process and of converting normal into 
malignant cells. That such agents have a definite cell 
specificity is undoubted: whereas chemical agents can 
induce carcinoma or sarcoma according to the site and 
method of application, the filterable agent of the Rous 
sarcoma, for example, will induce only a Rous sarcoma 
and is incapable of inducing malignant change in epi- 
thelial cells in the whole animal. By means of tissue cul- 





* British Medical Journal, 1939, 1, 320. 
* Amer. J. Dis. Child., 1939, 57, 291. 


ture it is possible to investigate in greater detail the type 
of cell in which cell-free filtrates are capable of inducing 
malignant changes. Carrel' in 1924 claimed that the 
cells infected by the filterable agent of the Rous sarcoma 
were macrophages, though subsequently he also showed 
that tumours arose from fibroblast cultures treated with 
filterable agent. Ludford,* on the other hand, found 
no evidence that macrophages could be infected, but 
concluded that the cells infected by the filterable agent 
of the Rous sarcoma were fibroblasts. In work of this 
kind it is clearly essential to have some method of 
making certain that in the material used for inoculation 
into birds there is no free surviving virus. Otherwise 
it might be argued that the production of tumours in 
birds is simply due to virus which has survived in the 
cultures and not to the growth of previously cancerized 
cells. Halberstaedter and Doljanski*® have tried to 
separate these two factors by means of irradiation. 
They state that the filterable agent of the Rous sarcoma 
is not destroyed by double the dose of radium required 
to kill all the malignant cells, and they have shown that 
when an irradiated culture of Rous sarcoma containing 
no living malignant cells is added to a pure culture of 
normal fibroblasts this culture becomes “ cancerized” 
after one or more passages and is capable of producing 
a typical sarcoma in fowls. If we can take as valid 
their evidence for the complete destruction of all malig- 
nant cells in the original irradiated cultures, then these 
experiments demonstrate that the production of tumours 
by means of normal fibroblast cultures to which these 
irradiated cultures had been added was not due to 
proliferation of some of the original malignant cells. 
But the method they have used for separating filterable 
agent from living tumour cells is no different in principle 
from the separation effected by the use of desiccates 
or cell-free filtrates, and may well be less certain in its 
efficacy. Further, there still remains the possibility that 
the filterable agent may merely be surviving in the fibro- 
blast cultures, and the production of tumours is no 
evidence that the fibroblasts were themselves malignant. 
It is true that the fibroblast cultures acquired all the 
known morphological characters of a true Rous sarcoma 
culture, and it is very likely that the fibroblasts were 
truly “‘infected” by the agent. Ludford has, in fact, 
gone into this question more deeply, and has shown that 
tumours were still produced by fibroblast cultures 
“infected” with filterable agent even after thorough 
treatment of the cultures by a serum which was known 
to have a high neutralizing power against the free filter- 


able agent. Even this, however, as Ludford points 


out, does not absolutely prove that the fibroblasts con- 
tain filterable agent inside them ; but it is at least certain 
that so close an association has taken place between 
the filterable agent and a particular type of cell that 
even a powerful neutralizing serum cannot break it up, 
and, by analogy with known virus infections, the 
simplest explanation is that the agent is really within 
the cell and has in fact induced the first stage in the 
malignant process. 





>C. r. Soc. Biol., Paris, 1924, 91, 1069. 
* Amer. J. Cancer, 1937, 31, 414. 
* Nature, 1939, 148, 288. 
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POST-OPERATIVE TETANY AND DIHYDRO- 
TACHYSTEROL 


Accidental removal, or interference with the blood 
supply, of the parathyroid glands during operations on 
the thyroid leads to the syndrome of post-operative 
tetany. The association of the parathyroid glands with 
calcium metabolism is now well established, and hence 
the principal problem in post-operative and other forms 
of tetany resolves itself into the maintenance of serum 
calcium at as near a normal level as possible. Although 
no fixed figure can be given for the tetany level of serum 
calcium, a value around 7 mg. per 100 c.cm. may be 
taken as almost certainly to be associated with manifest 
tetany (carpopedal spasm, hyperexcitability of the 
neuromuscular apparatus, with the well-known clinical 
signs of Trousseau, Erb, and Chvostek). In certain cases 
symptoms may not arise until the serum calcium is as 
low as 6.8 mg. per 100 c.cm., and in others may appear 
at calcium level of 8 or even slightly higher. Symptoms 
of tetania parathyropriva may occur extremely rapidly 
after the glands have been removed, and the need for 
effective treatment becomes urgent. Temporary allevia- 
tion may be more or less attainable by administration of 
milk and calcium salts by mouth or intravenously. 
Alleviation is, however, only transient. Vitamin D 
helps by maintaining a more rapid absorption of orally 
administered calcium and probably more lasting reten- 
tion. The rational treatment is, of course, to give para- 
thyroid hormone. Unfortunately it appears that the 
human subject develops some kind of tolerance to the 
parathyroid extracts at present available, with the result 
that even with a high calcium intake (by mouth or 
intravenously) increasing doses must be given in order 
to preserve an equal effect on the serum calcium level. 
Further, with both vitamin D and parathyroid hormone 
there are considerable latent periods before a maximum 
result is obtained, thus diminishing their value in an 
emergency. Surgical implantation of parathyroid tissue 
has not been attended with lasting success, owing to 
atrophic changes in the implant. Recent developments 
in the chemistry of the sterols give hope of a better 
control of hypocalcaemic tetany than has been possible 
hitherto. The observation that large doses of irradiated 
ergosterol caused hypervitaminosis D (headache, 
nausea, vomiting, haematuria, with an abnormally 
raised serum calcium and, after long periods, calcareous 
depositions in the heart, vessels, kidneys, etc.) led to 
a search for a possible toxic factor in the irradiated 
ergosterol. Prolongation of the irradiation of the sterol 
under certain conditions was found to destroy most of 
the anti-rachitic activity, while leaving apparently un- 
affected the constituent responsible for the syndrome 
of hypervitaminosis. This constituent is now character- 
ized as dihydrotachysterol and is referred to as A.T.10 
(anti-tetany). It has no anti-rachitic activity, but actively 
promotes the mobilization of calcium. Its value in the 
treatment of post-operative tetany is strikingly illus- 
trated in a report by Pickhardt and Bernhard.' These 
authors, impressed with favourable reports from other 
sources, used A.T.10 as a 0.5 solution in sesame oil and 


‘Ann. Surg., 1938, 108, 362. 


a, 


gave it by mouth to a series of five subjects—three 
chronic and two acute cases of post-operative tetany, 
all following operations on the thyroid gland. The 
doses of the A.T.10 varied from | c.cm. to 3 c.cm. daily ; 
calcium gluconate was also given. The symptoms were 
notably relieved in forty-eight to seventy-two hours after 
starting treatment ; serum calcium and phosphorus were 
estimated frequently, and the improvement ran parallel 
to the rise in calcium. A maintenance dose of the 
dihydrotachysterol can be determined and the patienis 
kept on this apparently indefinitely, but until the safe 
daily dose is ascertained it is important to carry out 
routine serum analyses for calcium, since there is a possi- 
bility of hypercalcaemia being produced by too large 
doses. The great advantage is the fact that A.T.10 is 
active by mouth. It also appears that in some cases 
daily doses are not necessary and that relatively small 
doses by mouth at comparatively long intervals, com- 
bined with moderate amounts of calcium, also given 
by mouth, can keep a patient free from symptoms. 


FLUORINE POISONING 


Constituting about 0.1 per cent. of the earth’s crust, 
fluorine is one of the commoner elements, and so far 
as is known it is a toxic substance which plays no 
useful biological part. Unfortunately, man happens 
to be peculiarly susceptible to its action, since 0.1 mg. 
per kilogramme of body weight causes mottled teeth 
in children, though relatively ten times as much is 
needed to produce the same effect in rats. Under 
natural conditions the soil and surface waters only 
rarely contain soluble fluorides, but several factors at 
present increase the chances of fluoride poisoning. 
More use is being made of underground waters, and 
these may contain appreciable quantities of fluoride. 
Concentrations in drinking water of 1 part per million 
may give rise to mottled teeth in children, and no fewer 
than 335 areas of chronic endemic dental fluorosis are 
reported in the United States. In the Argentine there 
are 175 such areas, and others are now being recog- 
nized in Canada, Europe, and South Africa. In addition, 
the fluoride content of the soil in many places is being 
rapidly increased by the application of superphosphate 
fertilizers which contain fluorine and by the extensive use 
of fluorides as insecticides. It is estimated that the em- 
ployment of superphosphates is adding 90,000 tons of 
fluorine annually to the top soil of the United States. 
Sodium fluoride has a relatively low acute toxicity. 
About 0.2 gramme is needed to produce definite 
symptoms, and it has been regarded as a safer insecti- 
cide than sodium arsenite. Unfortunately this does 
not apply to chronic poisoning, which can be brought 
about by the intake of only a few milligrammes of 
fluorine daily. As to the effects of chronic fluoride 
poisoning, the injury to the teeth has received most 
attention, and a peculiar form of osteosclerosis has also 
been observed in workers in factories in which there 
is fluoride dust. The fact that fluorides are extremely 
potent enzyme poisons suggests the possibility of a 
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wide variety of metabolic derangements. A number 
of authors have pointed out that fluorine may inter- 
fere with thyroid function, and G. Steyn’ reports that 
there are areas in South Africa not deficient in iodine 
where the natives suffer from goitre associated with 
bad teeth. In his opinion it is possible that fluorine 
may be responsible for both these effects. At the end 
of this paper there is a list of about 200 references. 
Most of this work has appeared in the last five years, 
and it is evident that the problem of fluoride poisoning 
now attracts increasing attention all over the world. 


EYE LESIONS IN BENIGN LYMPHOGRANU- 
LOMATOSIS 


The general aspects of Boeck’s sarcoid, or benign 
lymphogranulomatosis, noted some time ago in this 
Journal,’ have recently been elaborated by Snapper in 
his excellent treatise on pseudo-tuberculosis. The in- 
volvement of the eye in this widespread affection, with 
its cutaneous, osseous, pulmonary, and glandular lesions, 
raises a number of interesting points. Since Heerfordt 
described uveoparotid fever in 1909 there has been much 
controversy about its aetiology. Its clinical and histo- 
logical resemblances to Boeck’s sarcoid have been 
stressed by T. K. With.* Available histological evidence 
pointed towards a tuberculous origin, but the clinical 
evidence did not support this view. The recognition of 
benign lymphogranulomatosis, with its characteristic 
histological picture of “hard tubercles,” threw new 
light on the significance of the anomalous histological 
changes in uveoparotid fever. The conception of 
pseudo-tuberculosis is, however, not generally accepted. 
A number of authorities, including Schaumann, held 
that benign lymphogranulomatosis is indeed a genuine 
tuberculosis, and death from tuberculosis has occurred 
in some cases. The tendency is to regard the affection 
as tuberculous, modified in its course by allergy and 
immunity. Certainly the gap between the histological 
appearance in benign lymphogranulomatosis and 
classical tuberculosis is not so wide as was thought. 
Thus Walsh‘ in a series of cases of ocular lesions in 
benign lymphogranulomatosis found histological evi- 
dence of caseation in one case. It seems to be clear 
now that uveoparotid fever is indeed a manifestation 
of benign lymphogranulomatosis, and that the original 
conceptions of both these affections were too narrow. 
Many ocular lesions must now be regarded as coming 
within the larger groups. Nodules on the eyelids may 
be looked on as the counterpart of sarcoids elsewhere 
on the skin. Likewise bilateral swelling of the lacrimal 
glands may be a partial manifestation of the general 
affection, so that the range of Mikulicz’s disease has 
again been narrowed. One of Walsh’s cases showed 
bilateral iridocyclitis with pulmonary and glandular 
lesions simulating both tuberculosis and syphilis. Con- 
junctival reactions in the form of nodules also appear 





1 Fluorine Poisoning in Man and Animal. 1938. Cape Times, 
Ltd. (Paper read at the annual meeting of the South African 
Veterinary Medical Association in October, 1937, at Onderstepoort.) 

2 British Medical Journal, 1937, 2, 534. 

* Acta ophthal., 1937, 15, 104. 

* Arch. Ophthal., Chicago, 1939, 21, 420. 
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to be not uncommon, though the frequency of iritis jg 
disputed by Osterberg.® It would therefore seem that 
inflammatory changes of the uveal tract of almost any 
severity, nodular reactions on the skin and conjunctiva, 
affections of the lacrimal glands, and even perivascular 
infiltrates in the retina, may well be lesions of benign 
lymphogranulomatosis. Whereas the exact aetiology of 
benign lymphogranulomatosis has still to be determined, 
this much has been gained: that a wide range of ocular 
affections are now recognized as being different aspects 
of one and the same underlying condition. Should this 
condition ultimately prove to be tuberculous the histo- 
logical and clinical conceptions of tuberculosis will have 
to be much broadened. 


THE CASSEL HOSPITAL 


The medical director of the Cassel Hospital for 
Functional Nervous Disorders explains in his annual 
report to the directors that this hospital is primarily 
intended for patients for whom intensive psychotherapy 
appears to offer the best prospect for recovery. The 
whole environment is designed for those who are able 
to organize their own lives to some extent without 
constant supervision. It is therefore quite unsuitable 
for patients with severely disorganized personalities. 
If there is doubt about whether a patient should be 
admitted, the medical director arranges to see him in 
London free of charge. In the prescription of occupa- 
tional therapy the patient is made largely responsible for 
choosing it, and his own urge to activity is fostered as 
much as possible. All patients who are able to do 
so are advised to find an occupation between ten o’clock 
and midday, and the golf course and tennis courts are 
not open before that time. The choice of occupation 
is very wide and includes many kinds of handicraft, 
work in the carpenter’s or engineer’s shop, gardening, 
farm work, and maintenance of the course and courts. 
Patients do much of the organization of entertainments 
and games, and a patient who will not co-operate must 
account for his attitude from a therapeutic point of 
view. The methods of psychotherapy in use vary very 
widely. Treatment is essentially individual, and a 
patient normally remains with one physician until he 
is discharged. The personal relation between patient 
and physician is regarded as highly important and is 
not lightly interrupted. Now and then a transfer to an- 
other physician is tried for the specific purpose of 
analysing the patient’s relationship to the first, and this 
arrangement has sometimes proved valuable. 


Walter Bradford Cannon, M.D., professor of physio- 
logy in the Medical School of Harvard University, 
Boston, has been elected a Foreign Member of the 
Royal Society. 


We regret to announce the death of Dr. D. Rose 
Paterson, consulting surgeon for diseases of the eat, 
nose, and throat at the Cardiff Royal Infirmary. 





® Brit. J. Ophthal., 1939, 23, 145. 
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WAR WOUNDS AND 


AIR RAID CASUALTIES 


The following is one of a series of lectures on the Treatment of War Wounds and 
Air Raid Casualties recently delivered at the British Postgraduate Medical School 


WAR SURGERY IN SPAIN—I 


BY 


A. TUDOR HART, M.R.CS., L.R.C.P. 


Late Major, Spanish Republican Army Medical Service 


“It has been more and more clearly demonstrated that 
the province of the surgeon is restricted to striving to 
eliminate or nullify the extraneous influences which 
tend to distort or interrupt the natural physiological 
process of repair.”—Sir Gero. MAKINS. 


It is my purpose here to give an outline of the practical 
lessons to be drawn from the most recent available experi- 
ence in war surgery, both in the field and on the home 
front. It is of course impossible even to touch on all 
the developments that the well-organized Republican 
Medical Service in Spain has introduced into the practice 
of war surgery. I shall therefore limit myself to certain 
questions which have a general importance and in which 
I had an experience sufficient to enable me to give you 
a personal, not merely second-hand, opinion. I will touch 
on the present position in regard to three main topics: 
(1) the general problem of wound excision and primary 
suture, and the conditions favouring its success ; (2) the 
treatment of septic wounds and of anaerobic infection ; 
and (3) conservative surgery of limbs. 


Wound Excision 


Wound excision has completely replaced all attempts 
at local disinfection. This principle, which emerged from 
the great war, is now so generally accepted in war surgery 
that it would not need further mention except for the 
fact that in civil accident surgery it is by no means yet 
universally adopted. We may therefore unfortunately 
expect that the ancient practice of the casualty depart- 
ments of many hospitals will be carried over into war 
surgery, in the first few weeks at least. We should of 
course insist on a proper standard of treatment of civil 
accidents in peace-time if we wish to secure the best 
treatment in war-time. 

Success after primary wound excision consists in the 
avoidance of sepsis, and especially of gangrene. The chief 
factor in failure lies, I believe, not in a careless technique 
of asepsis, and certainly not in any possibility of* anti- 
Sepsis, but in the persistence in the wound of non-viable 
tissue or of gross foreign matter. It is in fact not merely 
the infecting organisms but their breeding ground that 
we must remove. For this reason a haematoma in a war 
wound is a potential danger, and must never be left 
unoperated. For this reason, too, injury to the femoral 
or popliteal artery is in my opinion a peremptory indica- 
tion for immediate amputation if there is extensive lacera- 
tion or a fracture. 


Primary Suture 


Once the excision is as complete as possible, and pro- 
viding the case has come to operation within twelve hours, 
Or in certain cases up to twenty-four hours, there is no 
coniraindication to primary suture if certain conditions 
are fulfilled. The first of these is that the skin edges can 
be brought together without tension: sometimes a lateral 
incision, on one or both sides, will make this possible. 


The second is that the case need not be further evacuated, 
but can be retained immobilized and under constant 
observation. 

If the skin edges cannot be brought together without 
tension suture is useless and will always break down. 
If the case cannot be retained for the critical post- 
operative period suture is dangerous and should never 
be performed. I want especially to stress this point, be- 
cause there seems to me to be a not very well considered 
readiness to advise primary suture after excision on the 
assumption that this will be the routine at casualty clear- 
ing stations, from which the majority of cases will im- 
mediately be further evacuated. If this is done I feel 
perfectly certain that our Spanish experience will repeat 
itself and that surgeons in base hospitals will be removing 
sutures almost as a routine as the cases arrive with severe 
sepsis or gangrene, while the surgeons in the casualty 
clearing stations will continue happily unaware of the 
lack of success of their operative efforts. The result 
might well be an undue reaction against primary suture 
as such, though it is of course the very best method avail- 
able if the proper precautions can be taken. Further, 
there are certain cases which demand primary suture as 
the only method of saving life or limb. These are: 


1. Open pneumothorax, a class by itself requiring immediate 
operative intervention, if possible at a first-aid post. 

2. Penetrating head wounds. The results when the ventricles 
have not been penetrated are so excellent with early operation 
and primary suture without drainage that no case should ever 
be left unoperated over the twenty-four hours. The wound 
should always be sutured and the patient be given a period of 
ten days at least, twenty days if possible, of undisturbed post- 
operative rest. Without such treatment the mortality from 
such wounds, when the dura has been penetrated, approaches 
100 per cent. 

3. Penetrating wounds of joints form the third class of case 
that require excision and primary suture. The results after 
such treatment are again so excellent, and the consequences 
of any other treatment are so serious, that these cases should 
be brought into the class of urgencies for both operation and 
subsequent retention in the hospital of operation. 


A few words on the technique of suture. I am strongly 
of the opinion that no internal suturing should be per- 
formed under any circumstances—neither of nerves nor 
of tendons nor of fascial layers. At most it is sometimes 
necessary to tie off an artery. I never sutured the capsule 
of any joint, and the results were uniformly good. With 
this technique the skin only is sutured, and it is sutured 
very carefully to secure exact apposition. This is the 
technique recommended by Bohler. His experience is 
overwhelmingly greater than that of any British surgeon 
can be, owing to our almost complete lack of organization 
of traumatology as an independent branch of surgery. 
The question cannot of course be regarded as settled. 
But it seems to me that surgeons who recommend internal 
suture of contaminated wounds should give us the practical 
experience on which they base their view. 

If the incidence of infection after skin suture only is 
even appreciably lower than after suture by layers, or 
of nerves and tendons, then such internal suture should 
be avoided, since once the wound has healed by first 
intention a secondary aseptic suture of nerves and tendons 
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is easy and without risk, whereas, if infection supervenes, 
not only is the primary suture of nerves and tendons 
lost, but there will be both sloughing and the subsequent 
development of much scar tissue. 

With regard to the sometimes recommended partial 
suture with a few “situation sutures” only, I can see 
nothing to recommend it. Either we hope to obtain 
healing by first intention, in which case we should suture 
completely and carefully, or, if we think we are not likely 
to obtain healing by first intention, we shall do better to 
leave the whole wound fully open without any suturing 
at all. 


The Question of Drainage 


It is now agreed that in certain situations drainage after 
primary suture should be avoided ; these are the perito- 
neum, the skull and brain, the joints, and compound 
fractures where primary suture is*‘attempted. It must be 
stressed emphatically that Spanish experience fully con- 
firms the inadvisability of draining in such cases. But 
this leads us to question the advisability of draining at all 
where no sepsis is established, as after a primary suture. 
Drainage by strips of gauze, unfortunately still very 
popular in Spain, has to be mentioned only to be con- 
demned. Such “drainage” acts merely as a plug, and 
if left for more than forty-eight hours makes sepsis a 
certainty. Dependent drainage is usually advised if it is 
thought that haemostasis is imperfect. Personally I would 
advise firm bandaging maintained for about six hours, 
which is sufficient to still any oozing. f 

So far, therefore, the wound is excised as completely 
as possible and the skin carefully sutured without drain- 
age, but only if the conditions enumerated above are 
fulfilled. Firm bandaging has been applied to stop 
oozing ; but this is in most cases only the first half of the 
operation, although the tradition that the surgeon’s essen- 
tial task is over once he has finished stitching is so 
deeply rooted in most that the second half of the opera- 
tion—the task of providing rest for the wound—is usually 
relegated in textbooks to a simple statement such as 
“the limb should be placed on a skeletal splint.” 


Conditions Essential for Success in Wound Treatment 


The surgeon who desires success in accident work— 
and war surgery is, after all, only a special and horrible 
form of accident surgery—must learn early the funda- 
mental lesson of the great orthopaedists, of Robert Jones 
and of Bohler, that operative intervention is but an 
item in the treatment. Success in wound treatment 
depends on providing the optimal conditions for the 
injured tissues to undergo the spontaneous process of 
repair. The first part of the treatment consists in the 
apposition of live tissue to live tissue, after the removal 
of all foreign, dead, and dying matter. The second part 
is the provision of rest for the processes of repair and 
to overcome the infection which is almost inevitably still 
present. The conditions necessary are: immobility of the 
injured parts in relation to one another; a good blood 
supply ; and the avoidance of all that hinders rapid tissue 
metabolism. This requires exact methods of immobiliza- 
tion in all severe limb injuries, even when a fracture is 
not present. The technique of immobilization is no more 
to be learned from lectures or textbooks than 1s the 
technique of operation. It needs practical experience. 
For this reason alone, since limbs are concerned in 70 per 
cent. of all war injuries, it is essential that the war-time 
general surgeon shall have had personal experience in the 
modern treatment of injuries in peace-time. 


ee 


The second condition required by the freshly operated 
wound is a good blood supply and the reduction of 
avoidance of oedema. Elevation is therefore essential, 
Oedema is always present at first, the onset being fairly 
rapid and inevitable after the injury. But it is quite 
certain that the disappearance of this initial oedema is the 
best possible sign of success in treatment and that its 
persistence is invariably a sign of at least relative 
failure. 

There is a third main principle in the post-operative 
treatment of wounds—non-interference. In this the 
Spanish War marks a definite advance. Not, of course, 
that the idea is at all new. The Winnett-Orr operation, 
the Dickson Wright treatment of varicose ulcer, and the 
occlusive treatment of septic burns are but a few examples 
of a general tendency to realize that the surgeon’s task jis 
to assist tissue repair that is trying to develop quite 
independently of any efforts on his part. Observing this 
principle of non-interference, there are two alternative 
methods available. One is that of open wound treatment 
with no dressing whatever. This method is applicable 
whether the wound has been sutured or not. The Catalan 
school of surgeons, strongly under the influence of Bohler, 
applied this method on a very wide scale. The results 
are so excellent that I feel quite certain that it is merely 
a matter of time until this becomes a generally recognized 
standard treatment in casualty work. 


There is, however, another method which also gave 
such excellent results in Barcelona that it is a serious rival 
to open wound treatment. That method is the closed 
plaster cast applied to a fresh wound, with or without 
petroleum jelly. This is not so simple as open-wound 
treatment and needs discussion. In the first place, it is 
evident that if primary suture has been performed there 
is little advantage in a closed cast, but considerable danger. 
In these cases it is clear that a large window should 
always be cut immediately, with open treatment of the 
sutured wound. But there remains a number of cases 
when suture cannot be performed, and for these the 
closed plaster is the ideal form of treatment. The con- 
ditions for its application are, first, that a complete wound 
excision must have been performed; and, secondly, that 
the conditions are the same as for wound suture: the 
wound must be fresh—in general under twelve hours— 


_and show no signs of infection already developed. This 


method may, however, be permissible for cases requiring 
further evacuation, if proper precautions are taken for 
observation of pulse and temperature, together with 
elevation of the limb during transport. 


Organization of Surgery in War-time 


I will now mention two principles that touch the organ- 
ization of surgery, especially of the first operative inter- 
vention, in war-time. . The principle governing field 
surgery is, of course, that the wounded must be got away 
from the front as far and as fast as possible, that abso- 
lutely nothing must be allowed to interrupt the flow 
of casualties to the rear, even if this means some loss of 
lives that might have been saved under peace-time working 
conditions. For this reason the casualty clearing station 
was developed, near enough to the front to enable the 
first operative intervention to reduce enormously the 
incidence of severe sepsis and gangrene, yet inevitably 
also too near to the front to permit the majority of cases 
to remain there. On the home front, however, con- 
ditions will be different. It will remain absolutely essen- 
tial to evacuate casualties very rapidly, and not to retain 
any save almost desperate cases (about 2 per cent.) in 
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the central area. London, however, possesses numerous 
electrified railways, and it would be a simple matter to 
arrange the immediate evacuation of the remaining 98 per 
cent., even the very light cases, well out into the Home 
Counties, where they could not only be operated on but 
also be retained. This would ensure the observance of 
two principles: (1) that the more severe cases do much 
better if they can be given complete rest for the critical 
post-operative period ; (2) that Robert Jones’s principle 
of continuity of treatment and of surgical responsibility 
shall be achieved from the very start. I think the impor- 
tance of this second factor cannot be overestimated. I 
cannot forbear to mention one matter of the highest 
importance in effective evacuation—the standardized 
stretcher and stretcher fitting, so that the wounded person 
never leaves the stretcher he or she is first laid on until 
the operating table is reached. The stretcher may often 
with advantage even be laid on the operating table. 

After this excursion into the organizational field we 
will return to surgical matters, and consider the present 
position of the treatment of sepsis. 


(Part Il, bringing the lecture to its conclusion, will be given 
in next week’s issue.) 








FOOTWEAR AND FITNESS 
THE SHOEMAKER AND THE DOCTOR 


At the request of the Medical Committee of the National 
Fitness Council a demonstration showing the importance 
of footwear in relation to fitness and health was given at 
the London School of Hygiene and Tropical Medicine on 
May 19. Viscount Dawson of Penn, who presided, briefly 
described the functions of the committee, of which he is 
chairman, its task being, he said, to take such action as 
might be found desirable in order to enlist the co-opera- 
tion of the medical profession in promoting the council’s 
policy, and to consider and report on the medical aspect 
of the council’s work. Footwear seemed to be a subject 
which called for inquiry in view of the number of people 
whose posture and gait left much to be desired, the defect 
being due probably to inappropriate footwear. 

Mr. C. Lambrinudi of Guy’s Hospital gave a brief exposi- 
tion of the structure and function of the muscles of the lower 
extremity. It was not sufficiently understood that the foot 
had a dual function. It was divided longitudinally into two 
parts: an outer part which was a balancing structure and an 
inner part designed for propulsion. It was sometimes said 
that the little toe was an atavistic member, but the smallness 
of a structure was no indication of its uselessness, and those 
who had studied the foot would deprecate the view that any 
of the toes were useless. Mr. Lambrinudi’s remarks were 
illustrated by a diagrammatic film produced at Guy's Hospital 
showing the normal and abnormal action of the foot muscles 
and the rationale of treatment of claw toes and pes cavus. 

Mr. H. Bradley, director of research of the British Boot 
and Shoe Association, described the methods now followed by 
Progressive shoemakers for measuring the foot in such a 
manner as to take cognizance of its shape. The old crafts- 
man made certain measurements which enabled him to carry 
in his eye the shape of the foot for which he was making the 
shoe, but in mass production, with 120 million pairs of 
shoes being produced in this country every year, the taking 
of mere lengths was not enough. Mr. Bradley showed the 
complicated devices used by his association for grading shoes 
SO as to fit an almost infinite diversity of feet. One result 
of research showed that in women, for each one-third inch in 
length, an increase of breadth at the broadest part of three- 
twentieths of an inch had to be allowed. His association had 
also studied the habits of gait, even by equipping soles with 


electric studs whereby the walker on a conducting surface 
produced an electrical record of the manner in which the feet 
and their parts successively touched the ground. The idea of 
occupational footwear was now being developed. It had long 
been felt that the footwear used by, say, a waitress who spent 
long hours on her feet should be different in design from that 
used by the sedentary worker, and a special shoe—not an 
orthopaedic contrivance, but a comfortable: and not inelegant 
pattern—had been devised. The experiments were still in 
progress and were very promising. One difference discovered 
was that the shop-girl’s reaction to heel height was to hold 
herself back, while the waitress’s reaction to heel height was 
to bend forward. 


Sir Adolphe Abrahams remarked on the shoe worn by the 
athletic runner. The runner’s shoe was built on the principle 
of the dancing pump. It had no heel and was skin-tight, 
permitting no movement of the small muscles of the foot. 
Although he could not suppose that this had any bearing on 
footwear in general, because footwear worn for maximum 
speed for a few minutes must differ greatly from ordinary 
footwear, it was a curious anomaly, when one considered the 
actual structure of the foot, and particularly the use of the 
small muscles, that in order to get maximum speed an instru- 
ment of torture which violated all the principles of foot 
hygiene should be devised. 

One question from a member of the audience, which was 
mainly composed of physical educationists, related to the foot- 
wear of very young children. The hygiene of the foot, said 
this speaker, began in very early life, and yet young children’s 
shoes often seemed to have no relation to the developing foot. 
Mr. Bradley pointed out that here the difficulty was com- 
mercial. Parents would not pay enough for footwear, 
knowing that the young child so quickly grew out of it. 





PURITY OF WATER SUPPLIES 


The eleventh annual report of the Water Pollution Research 
Board, issued by the Department of Scientific and Industrial 
Research (H.M. Stationery Office, Is.), again emphasizes the 
need for constant vigilance on the part of those responsible 
for the supply of water to the public. The serious outbreak 
of typhoid fever at Croydon, due to the infection of part of 
the public water supply of the district, focused public attention 
on the importance of taking all practicable steps to protect 
sources of water from pollution, of systematic treatment of all 
supplies in any way liable to pollution, and of frequent 
examination of samples to ensure that the treatment is 
adequate. The Board says that any neglect of the lessons 
to be learnt from the Croydon outbreak would be deplor- 
able. The research undertaken under the supervision of the 
Board includes investigations on the treatment of water for 
public supply and for industrial purposes, the treatment and 
disposal of domestic sewage and industrial effluents, and on 
problems of pollution of rivers. 


Treatment of Water by Synthetic Resins 


The discovery that acids, bases, and salts can be removed 
from solution in water by means of certain synthetic resins 
has aroused widespread interest, and much progress has been 
made in the development of the resins for industrial purposes. 
The main applications of the resins up to the present have 
included the treatment of water to remove all or part of the 
dissolved salts. This had previously been possible only by 
more “expensive methods, such as distillation. Utilization of 
the resins for removal of objectionable substances in very 
low concentration in water is also being developed rapidly. 
Recent work under the Board has shown that under certain 
conditions fluorides which are sometimes present in water 
in small concentrations may be removed by resins of one 
type ; the fluorine is not readily removed, however, when other 
salts usually found in natural waters are present. Removal of 
fluorine from water is of importance since evidence from 
various localities has indicated that the dental defect known 
as “ mottled enamel” may be caused by drinking water con- 
taining fluorine to the extent of one part per million. 
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Lead in Drinking Water 


The investigation to determine the average quantity of 
lead taken up by certain types of water from lead pipes and 
fittings under conditions of household supply has been con- 
tinued, and tests have now been made on seventeen services in 
different parts of England and Scotland. The extent to which 
the water is contaminated by passage through lead pipes 
depends on the character of the water, the length and arrange- 
ment of the pipes, rate of flow of water, and on other 
conditions. In consequence large differences may occur from 
time to time in the concentration of lead in water withdrawn 
from any one service. In one of the tests over several weeks 
the average concentration of lead in the water was as high 
as 0.5 part per million; this concentration is too high if 
risk of lead poisoning is to be avoided. Experiments are in 
progress on methods of treatment of waters with the object 
of reducing their action on mains and service pipes of 
different materials. 

Other investigations described in the report are concerned 
with the various processes in methods of treatment of sewage, 
with the bacteriology of water supplies, and with the treatment 
and disposal of waste waters from dairies and milk products 
factories. The high value placed on the work of the Water 
Pollution Research Board is demonstrated by the contribution 
received from industry and local authorities towards the cost 
of the work and by the facilities provided by them. In asking 
the Board to undertake the investigation on the River Mersey, 
for example, the local interests concerned not only agreed to 
bear the whole of the cost, but also to accept the results on 
the issues of scientific fact as conclusive. 








Reports of Societies 








ESTIMATION OF HAEMOGLOBIN 


A meeting of the Section of Pathology of the Royal 
Academy of Medicine in Ireland was held on May 5, with 
the president, Dr. R. A. Q. O’MEara, in the chair. Pro- 
fessor J. MCGRATH opened a discussion on haemoglobin 
estimations and the necessity for the adoption of a 
common standard. 

Professor McGrath said that many methods existed for 
the estimation of haemoglobin. These were, briefly: the 
determination of the oxygen-combining power of the 
blood ; the determination of the iron in the blood; and 
various colorimetric methods. The latter methods were 
almost invariably used clinically and in the usual hospital 
laboratory. A blood or coloured liquid or glass standard 
was compared with a diluted solution of the blood to be 
examined ; the haemoglobin was usually transformed into 
one of its derivatives, commonly an acid haematin. The 
amount or weight of haemoglobin could not be determined 
directly, and consequently, where the utmost precision 
was necessary, the oxygen-combining power of the blood 
or its iron content was estimated. The most important 
function and property of haemoglobin was its ability to 
combine with oxygen in the proportion of one molecule 
of oxygen to each atom of iron, and probably (as stated 
by Van Slyke) the best method of expressing the haemo- 
globin content of the blood was in terms of oxygen-com- 
bining power; 1 gramme of haemoglobin might be 
assumed to have an oxygen capacity of 1.34 c.cm. This 
figure had been difficult to determine exactly, but it was 
reasonably accurate and was generally accepted in practice. 
The iron content of the blood might be estimated by one 
of several methods, notably by those of Kennedy, Wong, 
or Ostergood. The value of the haemoglobin content 
might then be found, since haemoglobin contains 0.0335 
per cent. of iron. This latter figure was susceptible to the 


same degree of error as that for the oxygen-combining 
power. 
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Sources of Error 


The accuracy of these laboratory methods was amply 
sufficient to enable them to be used in the calibration of 
the colorimetric instruments used clinically. The more 
simple clinical methods had wide margins of error—up to 
+ 20 per cent.—but the better methods, carefully used, 
should have an accuracy of about + 5 per cent. 

The various types of apparatus utilized different normal 
standards. The result was usually reported as a percentage 
of the normal, and the clinician had become accustomed 
to seeing and understanding this form of report. Further. 
more, such a form was essential for the computation of the 
colour index. The normal amount of haemoglobin was 
formerly given as being about 14 grammes per 100 c.cm, 
blood (Haldane), but this figure, according to various 
workers, was too low. It had been shown that in the 
adult considered as being normal the haemoglobin content 
varied from about 13 grammes to 17.5 grammes per 
100 c.cm.—and even more extreme figures had sometimes 
been recorded. 

Following on these findings, various instruments had 
been widely sold which were calibrated according to 
different standards. The normal of 100 per cent. varied 
in these instruments from 13.8 grammes of haemoglobin 
per 100 c.cm. to about 17 grammes per 100 c.cm. Usually 
reports were furnished giving the percentage haemoglobin 
figure based on these calibrations, and the actual amount 
of haemoglobin corresponding to 100 per cent. was not 
stated. Not infrequently, also, papers were published con- 
taining figures which were of uncertain significance for 
the same reason. There was no foundation for the belief 
that the haemoglobin figures in English publications were 
invariably based on the Haldane standard. It was not 
unusual, in Dublin and elsewhere, to see reports on the 
same blood from different pathologists which were not 
comparable in respect of the haemoglobin estimation. 
Each person making the examination might have been 
reasonably accurate, but the standard used to express the 
result varied by a considerable amount. Professor 
McGrath gave an example. In the case of a specimen of 
blood with 2,500,000 red blood cells per c.mm. and a 
haemoglobin content of 8.5 grammes per 100 c.cm. blood 
the pathologist using a haemoglobin standard of 14 
grammes per 100 c.cm. would express this as “ haemo- 
globin 61 per cent., colour index 1.2.” His colleague 
with a haemoglobin standard of 17 grammes per 100 c.cm. 
would express it as “haemoglobin 50 per cent., colour 
index 1.” 


A Suggested Standard 


Various workers—Haden, Osgood, and others—had 
suggested that, in order to eliminate this confusion, the 
amount of haemoglobin should be reported in grammes 
per 100 c.cm. of blood. This method would be quite 
excellent and reasonable, but clinicians had become accus- 
tomed to the expression of the haemoglobin content of 
blood in percentages, and, again, the colour index should 
certainly be given in every case. It was desirable that a 
standard normal value for the blood haemoglobin content 
should be adopted and utilized in all reports. It was 
hardly feasible to suggest the universal adoption of such 
a standard, but there appeared to be no reason why it 
could not be adopted in Eire. One of two methods might 
be used to determine the standard. 

In the first place the standard might be arbitrarily 
arrived at—perhaps by a committee—from the various 
figures already published in many papers. The wide 
variation in the values found in “ normal” adults had to 
be considered in the light of the number of the erythro- 
cytes present in the blood. In his view the standard 
normal haemoglobin should be the amount present in the 
blood of a normal adult with 5,000,000 red blood cells 
per c.mm. Looking at the matter in this way the varia- 
tions of haemoglobin content observed in normal indi- 











M 


—_—_— 


vidui 
exan 
per 
100 | 
bloo 
haen 
glob: 
cells 
per 
shou 
actus 
prop 
that 
with 
shou 
rath 
crea: 
aver: 
AS 
adory 
Thoi 
alrez 
the 
norn 
gate 
a su 
of r 
Jeuce 
fican 
to s 
Tl 
glob 
inve 
discé 
coul 
stan 
the 
men 
scale 








imply 
on of 
more 
up to 
used, 


rmal 
Ntage 
omed 
‘ther- 
f the 
— Was 
c.cm, 
rious 
1 the 
ntent 
per 
times 


had 
g to 
aried 
lobin 
ually 
lobin 
\ount 
; not 
con- 
> for 
velief 
were 
not 
. the 

not 
tion, 
been 
3 the 
essor 
n of 
id a 
lood 
; 14 
>m0- 
ague 
cm. 
lour 


-had 
the 
:mes 
juite 
CUS- 
t of 
ould 
at a 
tent 
was 
such 
y it 
ight 


arily 
ious 
wide 
d to 
hro- 
jard 

the 
cells 
iria- 
ndi- 











May 27, 1939 


REPORTS OF SOCIETIES 








Tue British 1103 
MEDICAL JOURNAL 





viduals became somewhat easier to understand. For 
example, if the normal adult with 5,000,000 red blood cells 

r cmm. had (say). 14 grammes of haemoglobin per 
100 c.cm., then a normal adult female with 4,500,000 red 
blood cells per c.mm. with an exactly similar cellular 
haemoglobin content would have 12.6 grammes of haemo- 
globin per 100 c.cm., and a man with 6,000,000 red blood 
cells per c.mm. would have 16.8 grammes of haemoglobin 
per 100 c.cm. of blood. The standard normal adopted 
should, however, bear a reasonably close relation to the 
actual normal if a high colour index was to have its 
proper significance. There was good reason for believing 
that the red blood corpuscles were normally saturated 
with haemoglobin ; a colour index above unity, therefore, 
should indicate an increased average size of the cells 
rather than supersaturation with haemoglobin, the in- 
creased average “size” normally indicating an increased 
average diameter. 

As a second possibility the normal standard to be 
adopted might be determined as a result of investigation. 
Though such investigations had been made elsewhere 
already, the correlation between height, weight, age, and 
the haemoglobin and cellular content of the blood in 
normal adults in Eire had never been critically investi- 
gated. Such an investigation might possibly be considered 
a suitable subject for research. Apart from the question 
of normal haemoglobin content, the normal number of 
Jeucocytes and the number which would constitute a signi- 
ficant leucocytosis also appeared to be a matter still open 
to some little controversy. 

The adoption of a common normal standard for haemo- 
globin would render comparable the reports of different 
investigators and pathologists. It would not be necessary to 
discard the apparatus now in use; the various instruments 
could be calibrated and the results transposed to the 
standard scale by the use of a tactor. He believed that 
the calibration, in any case, would show that these instru- 
ments were. not infrequently provided with inaccurate 
scales. 


General Discussion 


Dr. G. C. Dockeray said that recently at the Rotunda 
Hospital the average value for between 400 and 500 haemo- 
globin estimations had worked out at 65 per cent. on the 
Sahli scale. If this type of community were taken as a 
standard, a value which would be too low might easily be 
obtained. It was necessary to select some sort of permanent 
biological unit which could be used as an arbitrary standard. 
In order to do this the oxygen-combining power of the blood 
would have to be estimated in a large number of people, and 
this would be difficult. 


Mr. J. C. Fioop said that the ordinary variation of a 
haemoglobin estimation in a group of medical students would 
be found to be from 88 to 110. 


The president, Dr. R. A. Q. O'Meara, said that there was 
no doubt that haemoglobin estimations were of value, and it 
was desirable so far as possible to standardize any _ bio- 
chemical estimation. He was not sure that it was wise to be 
too much wedded to the Van Slyke technique. Any method 
of haemoglobin estimation employed in practice must be an 
easy and a quick one. 











The first number of a new quarterly review, Tin and its 
Uses, published by the International Tin Research and 
Development Council, contains a description of the council’s 
laboratories and office in Fraser Road, Greenford, Middlesex. 
Of topical interest is the article on the value of canned foods 
for emergency stores, while suggestions are given as to the 
Kinds of foods which might be stored and their keeping 
qualities. One of the principal objects of the new review is 
to summarize the results of technical researches on tin, with 
special reference to their application to industry. Copies may 
be had free of charge from the office. 






DRUG ADDICTION 


At a meeting of the Medical Society of Individual 
Psychology on May 11, with Dr. H. C. Squires in the 
chair, a paper on the escape into drugs and alcoholism 
was read by Dr. DESMOND CURRAN. 

Dr. Curran said that the terms “escape” and “ flight 
from reality’’ seemed to him to be under the double 
disadvantage of being extremely general and extremely 
vague. It was, of course, obvious that the wider and 
more general a conception became, and the more it 
purported to explain, the less value it possessed for the 
understanding of individual differences. “Escape” 
could properly be applied to activities which might be 
either good or bad in themselves, and which might also 
result in either success or failure. But it seemed to him 
that “escape” was generally used in connexion with 
psychiatric matters in a more restricted way—namely, for 
activities which, if not reprehensible (or unwise) in them- 
selves, at least did result in, or illustrate, failure or lack 
of success. Thus it was fashionable to describe all mani- 
festations of mental ill-health, which necessarily implied 
a lack of successful adaptation, as a flight from reality, 
or as an escape. Moreover, it was noteworthy that 
escape was not only used as a metaphor to describe the 
state of mental ill-health, but mental ill-health was also 
regarded as a means of escape. In other words “ escape ” 
was made to double the roles of a description and an 
aetiological explanation. This aetiological explanation 
was quite clearly of a purely psychogenic kind. He 
thought it probable that, in addition, this purely psycho- 
genic escape concept was frequently identified with the 
hysterical mechanism of escaping from difficulties by 
the development of symptoms. Now since psychological 
factors were not the only causal factors in the produc- 
tion of mental ill-health a purely psychological concept, 
such as the escape concept, must necessarily be incom- 
plete as a causal explanation; and since hysterical 
mechanisms were not the only psychological mechanisms, 
in so far as the escape concept was identified with hysteri- 
cal mechanisms, the concept would often be incomplete 
or misleading, even when psychological factors were of 
predominant importance, as they often were. Difficulty 
had possibly arisen because of a failure to distinguish 
between the causes of the occurrence of mental ill-health 
and the resultant symptoms which were then displayed ; 
and associations aroused by a metaphorical descrip- 
tion of the latter had been too readily accepted as pro- 
viding an explanation of the origin of the former. 

The reasons for excessive indulgence in drugs or 
alcoholism could not, in his opinion, usefully be sum- 
marized in any general formula, but obviously necessitated 
the detailed psychiatric study of each individual case. He 
suggested, not so much as a classification but as topics 
for inquiry, the following questions: Was the patient 
mentally defective, or showing an early organic dementia? 
Was the indulgence symptomatic of a psychosis, or of a 
neurosis or personality problem? Did it occur in a 
psychopathic personality, or in a_ relatively normal 
personality as the result of special conditions or oppor- 
tunities? Dr. Curran, concluding with some specula- 
tions about prophylaxis and mental hygiene, pointed 
out that, as so little was definitely known about these 
matters, almost any position or proposition was un- 
assailable if unverifiable, and that therefore such specula- 
tions were potentially excellent for the purposes of a 
discussion. He attributed the reduction in inebriety 


mainly to such factors as changes in the licensing laws 
and in social conditions and standards, and put forward 
the view that better opportunities for social living could 
do far more for ’the mental health of the community 
than anything that could be achieved by psychiatrists by 
themselves. 
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ENGLAND AND WALES 


Hygiene of Crews’ Spaces 





In his annual report for 1938 as medical officer of 
health to the Port Health Authority, Liverpool, Dr. W. M. 
Frazer continues io devote much careful attention to 
the question of the hygiene of crews’ spaces. No im- 
provement is reported with regard to the problem of 
vermin in the men’s quarters, and emphasis is laid upon 
the urgent necessity for strong propaganda on _ personal 
hygiene for seafaring men. In a summary of insanitary 
conditions found during the year the figures for British 
shipping are distressingly high. Of 4,334 British ships 
inspected 699 showed the defects described as nuisances. 
The comparable figures for foreign ships were 1,232 and 
60. This gives a most unsatisfactory ratio; British ships 
one in six showing defects, foreign ships one in twenty, 
taking the nearest round figures. Insanitary conditions are 
also shown to be more frequent in vessels sailing “ foreign ” 
than in those sailing coastwise, the proportion of defects 
in the former category being nearly double that in the 
latter. It is stated that a number of vessels are still 
fitted with the old type of “trough” closet. In every case 
where these are reported by the port health inspectors the 
company concerned is advised to substitute closets of the 
modern wash-down type. As a result at least two com- 
panies are systematically removing all trough closets from 
their respective fleets. Following preliminary investiga- 
tion during the previous year into the fresh-water supply 
of foreign-going cargo boats of between 1,500 and 4,000 
net tons it was decided to prosecute an inquiry on a larger 
scale. In the present report an analysis is given covering 
250 British and 250 foreign ships, representing in all nine- 
teen different nationalities. From the appropriate data 
furnished by the sanitary inspectors the following figures 
were deduced: the average daily consumption per head 
in gallons; the quantity of water, in tons, used on 
maximum voyage ; and a percentage figure correlating the 
demand on maximum voyage to the total storage of 
fresh water. The type of supply to wash places was also 
investigated, varying from those with hot and cold water 
laid on to those with no water at all, when hot water 
must be brought from the galley fire and cold water 
from amidships. In more than half of both British 
and foreign ships thus examined the fatter primitive 
arrangement was in force. It is pointed out in a 
summary of the above investigation that, in the case of 
new vessels under construction, the initial cost of hot and 
cold water to crews’ quarters is low and the benefits 
derived are great, and the report expresses the hope that 
the next generation of ships will render obsolete the 
present unsatisfactory conditions which prevail in the 
majority of vessels. 


Bacteriological Examination of Water 


The Ministry of Health in 1934 issued a memorandum 
on the bacteriological examination of water supplies, 
describing a standard technique for this purpose and 
explaining the precautions necessary in obtaining and 
transmitting samples to the laboratory. It was reprinted 
three years ago with minor alterations, and has been 
found useful by bacteriologists, health officers, and water 
undertakers both at home and abroad. Exhaustion of the 
1936 reprinting has given an opportunity for revision of 
the memorandum in the light of recent advances in water 
bacteriology. It appears as No. 71 of Reports on Public 
Health and Medical Subjects (H.M. St&tionery Office, 1s.). 
The changes introduced in this publication are in- 
tended to make it still more suitable for study by persons 


STS 


without special bacteriological knowledge, especially those 
who are concerned with the administration of water under. 
takings, to whom the recent memorandum on the safe. 
guards to be adopted in day-to-day administration 
(Ministry of Health Memorandum No. 221) was addressed, 
The value of frequent and regular laboratory tests of water 
as a means of ensuring that the supply is fit for drinking 
is emphasized. 

“No bacteriological examination, however careful, can take 
the place of a complete knowledge of the conditions at the 
source of supply and throughout the distribution system, 
...A_ single laboratory examination of a water supply, 
however favourable, does not justify the conclusion that all 
is well and the supply suitable for drinking purposes. The 
impression of security given by the bacteriological testing of 
a water supply at longish intervals may, in fact, be quite 
false. On the other hand, the value of such tests may be 
greatly enhanced by their frequent and regular application, 
These, in the course of years, will provide the necessary 
normal standard for any particular water, lapses from which 
must at once arouse suspicion.” 


The report lays it down that it is more important to 
examine numerous samples by a simple test than occa- 
sional samples by a more complicated test or series of 
tests. The frequency of tests must depend on expert advice 
given to the individual water undertaker in the light of 
local conditions. The standards of purity which should be 
aimed at are again discussed in this issue and new sugges- 
tions put forward. 


Central Pathological Laboratory, Maudsley Hospital 


To fill the vacancy caused by the resignation of Dr. 
F. L. Golla, director of the central pathological labora- 
tory, Maudsley Hospital, which involved also his vacation 
of the London University chair in the pathology of mental 
disease, Dr. S. Nevin, assistant physician at the Maida 
Vale Hospital for Nervous Diseases, has been appointed to 
the directorship and has been recommended for the univer- 
sity chair. In accordance with university statutes and regu- 
lations the two offices were advertised together, and a board 
of advisers was set up, consisting of the vice-chancellor and 
principal of the university, three external experts, three 
members of the Mental Hospitals Committee of the 
London County Council, and the chief officer of the 
mental hospitals department, to consider the five appli- 
cations received. Dr. Nevin was unanimously recom- 
mended, and has been appointed by the Council to the 
directorship, and his recommendation to the university 
chair has been approved by the Senate. The appoint- 
ment of director has carried with it for some years past 
a special allowance of £200 a year, additional to the pre- 
scribed annual salary of £1,250, but it is proposed that 
the allowance shall be discontinued pending further con- 
sideration, in the light of experience, of the need for re- 
instating part or all of it. 


Emergency Work of the Red Cross Society 


A meeting of the Council of the British Red Cross 
Society was held on May 18 at the headquarters in 
London, with the Duke of Gloucester in the chair. Sir 
Arthur Stanley, chairman of the Executive Committee, 
spea’ ing of reorganization necessary to effect the fullest 
co-operation with the Government’s national defence 
sche'1es, said that the society was represented on_ the 
central national service committees, and local committees 
set up by the Ministry of Labour; also on the central 
emergency committees for the nursing profession and 
the supply of auxiliary nurses, and on local committees 
set up by the Ministry of Health. To obtain better 
co-oidination it had been decided to group the county 
branches in conformity with the Government's civil 
defence regions. A regional subcommittee would be set 
up to secure and maintain understanding between head- 
quarters and the county branches, especially in relation 
to the services of the very large number of women who 
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had been released from their immobile obligation to the 
War Office and were available for service in civilian 
hospitals, at A.R.P. casualty stations, or in other ways 
as might be required. The Princess Royal, Commandant- 
in-Chief, in making her report, stressed the great pressure 
at which the society was working. Since the last meet- 
ing of the Council in November fifty-five men’s and 431 
women’s new detachments had been raised, with a trained 
personnel of 1,271 men and 9,599 women, while the 
number of certificates issued for first aid, home nursing, 
and anti-gas training was 85,321, an indication of what 
was being done in preparing the public to meet any 
possible national emergency. In spite of many calls at 
home the interest in international relief work has not 
diminished. Sir John Kennedy reported on_ the 
administration of the grant entrusted to the society by 
the Government for relief of Spanish male internees in 
the French Pyrenees. The situation is still serious and 
fraught with difficulties, but immediate needs are being 
met and conditions are improving. The assistance given 
through the Government's grant, particularly in cloth- 
ing, Of Which great quantities have been supplied, and 
medical stores, is warmly appreciated by the French, 
who are confronted with an immensely difficult problem. 
New camps are being constituted on clean sites by the 
French, who are also taking measures to prevent the 
spread of infectious disease. 





SCOTLAND 
Edinburgh Postgraduate Courses 


The syllabus of the postgraduate courses in medicine 
to be held in Edinburgh during the summer gives par- 
ticulars of the instruction obtainable in July, August, and 
September. From July 10 to 28 there will be a course 
in obstetrics and gynaecology at the Simpson Memorial 
Maternity and Gynaecological Pavilions of the Royal 
Infirmary: fee £10 10s. A general practitioners’ course 
will be held from August 14 to September 9: fee £10 10s. 
for four weeks or £6 6s. for two weeks. A _ general 
surgical course will be held concurrently at the same fees. 
An eight-weeks intensive course on internal medicine will 
be held from October 16 to: December 9: fee £15 15s. 
This course will be conducted by the honorary staff of 
the Royal Infirmary, and graduates will be attached in 
groups of four to the charges of the honorary physicians 
for individual practical and clinical work. In addition 
to these courses special instruction in individual subjects, 
such as the interpretation and significance of modern 
diagnostic methods, diseases of the blood, endocrinology, 
diseases of the nervous system, modern methods in anaes- 
thesia, x-ray physics and electrotechnics, ultra-violet radia- 
tions and their uses, ophthalmoscopy, urology, urological 
surgery, treatment of fractures and orthopaedics, neuro- 
logical surgery, diseases of the ear, nose, and throat, venereal 
diseases, surgical pathology, orthopaedic surgery, etc., may 
be taken by graduates specially interested. The syllabus 
may be obtained from the secretary of postgraduate 
courses in medicine, University New Buildings, Edinburgh. 


Scottish Hospitals in War-time 


The casualty hospitals in Scotland in the event of war 
will be organized in three groups. The first group will be 
lestricted largely to giving emergency treatment; the 
second will treat any casualties in their immediate vicinity 
and will also give continued treatment to cases transferred 
from the first group ; and the third will deal with patients 
Whose treatment would not require special facilities. In 
addition to these hospitals mansion houses in country 
districts capable of providing auxiliary accommodation 
have been made available. The Department of Health for 


Scotland, which has been entrusted with the task of pre- 
paring and developing the necessary plans, has divided 
the country into five areas—western, south-eastern, eastern, 
north-eastern, and northern—each under the charge of a 
hospital officer. Hospital authorities, voluntary and statu- 
tory, will, however, retain full responsibility for the 
management of their hospitals in an emergency. Except 
where special circumstances arise the majority of hos- 
pitals will be expected to carry on the essential minimum 
of their normal work. It is not proposed to abandon any 
hospital. The maximum use is to be made of available 
accommodation by restricting admission to urgent cases, 
by erecting beds which hospitals normally maintain in 
reserve, by sending patients home, by introducing addi- 
tional beds in the wards, by converting spare rooms into 
wards, by transferring patients from the first two groups 
to the third, and by erecting temporary buildings at certain 
hospitals. Hospital authorities are urged to maintain 
reserves of consumable stores, and a minimum of at least 
a month’s normal supply is mentioned. Seventy-five buses 
would be converted into ambulances to transport patients 
from hospitals in the first and second groups to those in 
the third. . 


PERSONNEL 


As regards personnel, the aim will be to staff hospitals 
in the most dangerous areas on a “casualty” basis, the 
senior and more experienced consultants and specialists 
being assigned to the outlying hospitals to the extent that 
it was found possible to arrange for major treatment to be 
carried out there. Arrangements are being made for the 
organization of surgical teams to serve hospitals: some 
of the teams will be specially constituted to deal with 
certain types of injury—for example, head wounds—while 
others will be mobile, so as to be available at any point 
where exceptional pressure occurs. A register of all 
medical men and women who would be available in an 
emergency is kept by the Scottish Central Emergency Com- 
mittee, British Medical Association House, 7, Drums- 
heugh Gardens, and a similar register of trained and 
assistant nurses by the Scottish Branch of the College of 
Nursing. Each hospital authority in war-time will submit 
daily reports to the hospital officer, and in every period of 
raiding they will inform him every two hours of the bed 
state of the hospital and warn him whenever the balance 
of available beds threatened to become exhausted. 


TEMPORARY HOSPITALS 


The Department of Health for Scotland has also 
announced that it is considering the erection of hutted 
hospitals in selected districts for use in the event of war. 
There will be five of these hospitals, each accommodating 
600 beds and allowing for a possible expansion to double 
that number. They will be additional to the hutted 
annexes to existing institutions, about which announce- 
ments have already been made, and will be independent 
units. The sites of these hospitals have been discussed 
with the railway companies with a view to obtaining direct 
railway access, and the Department's representatives have 
also consulted the Association for the Preservation of 
Rural Scotland with a view to ensuring the preservation, 
so far as possible, of existing amenities. 





G. Ravalico (Minerva med., 1939, 30, 362) found intramuscular 
injections of bismuth in the form of “ bicanfol” a valuable 
adjuvant of antitoxin in the treatment of severe diphtheria. 
Among 100 cases in which the treatment was employed a 
single dose was given in fifty-seven, two doses in forty, and 
three in three. The effect of the drug was to lessen the 
toxaemia, lower the temperature. clear up the necrotic lesions, 
and reduce the fatality rate. The death rate among cases so 
treated was only 3 per cent., as compared with a rate of 
8 per cent. among 168 controls. No ill effects were observed. 
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Medical ‘* Testament” on Nutrition 


Sir,—My attention has been drawn to Dr. R. R. 
Bomford’s letter in your issue of May 13, in which he 
asks for evidence for the view that the nutritive value 
of vegetables and other crops depends on humus prepared 
from vegetable and animal wastes. This is set out in 
two documents: (1) the references appended to the Medical 
Testament, a closely printed pamphlet of 28 pages, and 
(2) the proceedings of the public meeting held at Crewe on 
March 22 last at which the Testament was unanimously 
adopted. This latter paper appeared in the New English 
Weekly of April 6, the reprints of which ran to another 
25 pages of print. Had Dr. Bomford been able to study 
these documents I feel sure his letter would not have been 
written. 

No mysticism is needed to prove that crops grown in 
soil manured with humus contain a factor or factors 
necessary for animal nutrition which are often absent when 
artificial manures are used. It is only necessary to feed 
such crops to animals or human beings and to observe the 
results. Two recent examples of such experiments will 
suffice. 

At Marden Park in Surrey, Sir Bernard Greenwell has found 
that a change over to a ration of fresh home-grown food 
(raised on soil manured with humus) fed to poultry and pigs 
has been followed by three important results: (1) the infantile 
mortality has to all intents and purposes disappeared ; (2) the 
general health and well-being of the livestock has markedly 
improved ; (3) a reduction of about 10 per cent. in the ration 
has been obtained because such home-grown produce possesses 
an extra satisfying power. 

At a large preparatory school near London, at which both 
boarders and day boys are educated, the change over from 
vegetables grown with artificial manures to produce grown 
on the same land with Indore compost has been accompanied 
by results of considerable interest to parents and to the medical 
profession. Formerly, in the days when artificials were used, 
cases of colds, measles, and scarlet fever used to run through 
the school. Now they tend to be confined to the single case 
imported from outside. Further, the taste and quality of the 
vegetables have definitely improved since they were raised with 
humus. 

How does humus affect the quality and nutritive power 
of a crop? The mycorrhizal association in the active roots 
provides the clue. Living threads of fungous tissue pass 
from the humus in the soil into the active roots and are 
digested there. This happens in practically all crops and 
explains why a fertile soil produces crops resistant to 
disease and of high nutritive value. The plant feeds in 
two ways: (1) by means of the carbohydrates and proteins 
synthesized in the green leaf by the energy of sunlight, in 
which process the salts, absorbed in dilute solution from 
the soil, play an essential part, and (2) by the direct 
digestion of fungous tissue in the cells of the active portion 
of the surface roots. Artificial manures only influence the 
work of the leaf, and therefore only partially feed the 
plant. Humus influences both the leaf and the mycor- 
rhizal association, and is therefore a complete and 


balanced plant food. This explains why crops raised with 
artificials are so liable to disease and so deficient in 
quality and satisfying power, and why crops raised on 
humus resist disease and provide real nourishment for the 
animal. 

A great deal of work on the effect of humus on the 
crop, on the animal, and on mankind has been in progress 





——.., 


all over the world since the Waste Products of A gricultyy 
—in which the scientific principles underlying the Indor 
process are set out-—-was published by the Oxford Unive. 
sity Press in 1931. The results are everywhere the same 
A fertile soil leads to healthy crops, healthy animals, an 
last, but not least, to healthy human beings. Each centr 
which adopts the Indore process becomes a focus for the 
revolution in agriculture which is now proceeding. The 
results are being written, not in the transactions of the 
learned societies: but on the land itself. The rapid pro. 
gress that is being made depends not on mysticism og 
on special pleading, but on the one unanswerable argument 
—success.—I am, etc., 


Blackheath, S.E., May 17. ALBERT Howarp, 


Sir,—After the unanimity of acceptance with which the 
Cheshire Testament has been received the criticism of 
our views in the courteous letter from Dr. Richard 
Bomford of New York was stimulating. The question js 
whether the cycle 
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is essential to health or whether, as Dr. Bomford suggests, 
a solution of chemicals might be substituted for the first 
two items. To grow food crops in nutrient solutions 
might, he thinks, be of the utmost importance in rapid 
expansion of food production in an emergency ; but that 
if, as Sir Albert Howard holds—and we who accept his 
teaching—organic manure of both animal and vegetable 
origin be an essential link in the cycle, this hope is 
illusory. But, he continues, it is for the committee to 
bring forward more evidence for their views than is con- 
tained in the Cheshire Testament. Well, Sir, we have 
done so. 

With the Testament, as issued in Cheshire, a body of 
references was circulated, a twenty-eight-page document 
substantiating all our statements. ‘“ Out of the earth,” 
says Sir Robert McCarrison, “are we and the plants and 
animals that feed us created and made, and to the earth 
we must return the things whereof we are made if it is to 
yield again foods of a quality suited to our needs.” We 
quoted that wonderful book by Dr. Bomford’s country- 
man, Professor King, published incomplete and _post- 
humously, Farmers of Forty Centuries, which is a mass 
of information on the way the Chinese for 4,000 years 
have organized the composting of all vegetable, animal, 
and human wastes, and after their most skilful preparation 
the return to the soil at the optimum moment of the 
resultant fertilizer. It is this system which alone has 
made possible their 500 million self-supported population. 
And we quoted Viscount Lymington’s remark that the 
book “should have made all Western doctors and bio- 
logical scientists re-think and re-value everything they 
ever thought or dreamt.” We quoted Sir Albert Howard's 
note on the effect of the coniposted town wastes of 
Nairobi—* the results obtained on controlled experimental 
plots of flowers, vegetables, maize, grassland, and coffee 
have been amazing.” The sales of the compost already in 
1934 were 3,400 tons at 14s. We quoted Mr. Haynes, the 
manager of the Bodiam hop garden of Messrs. Arthur 
Guinness and Son, that on their 500 acres he uses 10,000 
tons a year of a compost of ashbin refuse, hop bines, 
string, etc. We quoted Captain Wilson of Surfleet as 
giving up chemical manure for compost, and saying that 
formerly his potato crop was sprayed four or five times 
and now it is only sprayed once, and “ this, it is hoped, 
will also be dispensed with before many years, when the 
land has become healthy and in a proper state of fertility. 
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A day or two ago I said to a farmer, “ Tom, what about 
this ——- manure for the potatoes?” [The dash is not 
an expletive, but the name of a firm of chemical manu- 
facturers.| “Oh,” he said, “we mun use it. Our 
customers won't look at little uns and we’ve got to have 
the weight; but ”’—here he smiled slyly—‘ we allus set 
two drills for ourselves wi’out it.” 

To return to our references, one of many would alone 
carry conviction—about Sir Albert Howard’s oxen at 
Indore. Fed on the product of his 300-acre farm, entirely 
manured with compost, they never took the foot-and- 
mouth disease or the rinderpest, “which frequently 
devastated the countryside.” Sir Albert told me he 
had seen his animals rubbing noses with his neighbours’ 
cattle, which at the time were streaming with foot-and- 
Yet nothing happened: his beasts were 
immune! Finally we pointed to the explanation given 
by Sir Albert Howard of the effect of the compost: not 
only does it re-create the crumb structure of the soil and 
furnish the soil population with food—that population 
includes earthworms, which aerate the soil, and which 
chemical fertilizers drive away—but it (compost) “ is essen- 
tial for the full activity of the mycorrhiza.” It is because 
of that, to answer Dr. Bomford, that you can not bene- 
ficially interfere with the natural cycle by chemical means. 
In the presence of “ inorganics ” the mycorrhiza (the root- 
investing fungi which act as the intermediary between the 
humus and the plant, their mycelial threads actually 
entering the root-hairs and being therein digested) dis- 
appear! 

“When plants like French beans are grown on poor soil 
by means of artificial manure the produce is tasteless and of 
poor quality. For real taste and quality it is necessary to use 
humus made from vegetable and animal wastes or farmyard 
manure. A supply of combined nitrogen appears to reach the 
plant by way of the nodules [the nitrifying nodules on the 
root-hairs of the Leguminosae] and root-hairs ; and materials 
which are needed for quality appear to be absorbed by the 
mycorrhiza. . . . The mycorrhizal association occurs in most 
if not all our crops—cereals, fruit trees, grasses and clovers, 
hops, strawberries, vines, bulbs, and so forth—and it at once 
explains why farmyard manure gives better results than 
attificials. . . .” 

Dr. Bomford invites us to refrain from taking sides in 
this matter. We cannot refrain. It is a primary concern 
of preventive medicine. The water-culture of tomatoes— 
and tomatoes are one of the few food crops in which the 
mycorrhizal association has not so far been found, I am 
tokd—may, as Templeman and Watson’ say, “ always be of 
academic interest”; but that should not deflect attention 
from the great national problem of dwindling soil fertility 
and of the present ignorance—terrible in view of the need 
—of the means of restoring it by town wastes. Southwark 
alone seems to be alive to their value, and sold last year 
£715 worth of ashbin rubbish for composting. Should 
any still feel that the value of humus-grown food for 
human beings is in doubt a perusal of Dr. Wrench’s 
Wheel of Health would be convincing —I am, etc., 

Holmes Chapel, May 14. LIONEL Jas. PICTON. 


Medical Man-power in War 


SiR—I was interested in the letter from Mr. H. J. 
McCurrich in the Journal of May 13 (p. 1002). First 
ltt me take his statement regarding the proposed pre- 
Cautionary period of training for anti-aircraft units this 
year, which is exceptional in the annals of the T.A. 
training scheme in that a period of four months’ training 
has been declared necessary until the Militia have been 
—_——__ 





‘J. Min. of Agric., November, 1938. 
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trained, though this does not necessarily mean that the 
anti-aircraft units will be called up for the whole of that 
period. According to a recent statement by the Secretary 
of State for War in the House of Commons, the units will 
be called out in rotation for a period not exceeding one 
month, and such service need not necessarily be for a 
consecutive period. In fact two weeks of this month 
represent the normal annual camp period, leaving us 
seventeen ‘extra days which we have to put in. This is 
a hardship in many cases, I am prepared to admit, but as 
we are living in abnormal times we must be prepared to 
take the rough with the smooth. Secondly, Mr. 
McCurrich quotes the case of two medical men who have 
volunteered for service in the medical branch of anti- 
aircraft units. Presumably on receiving their commis- 
sions these doctors understood clearly that they must be 
prepared to be called up with their units in advance of 
the other field service units at any time and for any 
length of time in an emergency or precautionary period, 
and also their general obligation to attend annual camp 
of fifteen days unless they claim exemption on special 
grounds such as illness or domestic reasons. When Mr. 
McCurrich states that these medical officers are fully trained, 
does he mean that they have received R.A.M.C.(T.A.) 
training, which certainly calls for a great deal of work— 
far more than attendance at sick parades and signing sick 
reports would imply? If medical officers feel that they 
cannot put in their annual training they are obviously 
not of much use to their unit, and in that case a branch 
of the Supplementary Reserve R.A.M.C. will take medical 
officers who wish to serve in the event of war only. 

Mr. McCurrich’s argument, if pushed to its logical 
conclusion, makes me wonder if the serving Territorial 
medical officers have not wasted their time all these years 
putting in attendances at annual camp, often at con- 
siderable expense and dislocation of their practices and 
family holiday arrangements, to make themselves efficient 
in the event of war.—I am, etc., 

J. B. Scott, M.C., T.D., M.B., 


Lieutenant-Colonel R.A.M.C.(T.A.). 
London, S.W.15, May 14. 


Sir,—I hope Mr. H. J. McCurrich will not consider my 
remarks a personal attack on himself or his colleagues in 
Hove. His letter, however, illustrates exactly the attitude 
of the majority of general practitioners regarding the 
handling of air raid and war casualties, if unhappily we 
are involved in war in the near future. Briefly, their 
attitude is—as Mr. McCurrich says—they “do not require 
training.” With all due respect I say most emphatically 
they do require training. Let us see in what respects 
their civilian training is deficient. These opinions are my 
own, and I shall not object to criticism. I shall only deal 
with a few points to keep my letter within reasonable 
bounds. 


Organization and  Administration—How many general 
practitioners have any idea of the organization and adminis- 
tration of a “dressing station’? We must remember that if 
war comes it will come suddenly, and general practitioners 
will find themselves shot into the thick of having to deal with 
hundreds of casualties amidst an undisciplined and terrified 
population. A single raid will only last about five minutes 
at the outside, but enormous damage will be done in that 
time. A single 500-kilo bomb in Shanghai hit a large hotel 
and produced nearly 350 casualties, 145 of whom were killed 
outright. It was a modern hotel comparable to the best in 
this country. I have lunched and dined there often. 
““ Dressing stations’ here are, I believe, intended to deal with 
100 “lying” and 100 “sitting” cases, but probably the 
“ying” will outnumber the “ sitting” cases. 

The first problem in administration concerns the “ lay-out ” 
of the dressing station. What is required? (a) A “ receiving 
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room” to which casualties are brought ; names and addresses 
ure taken and cases of haemorrhage looked for—these are 
“ priority” cases. (b) An examination and _first-treatment 
room (which may have to be duplicated as both sexes are 
concerned). (c) An evacuation room to which casualties pass 
after first treatment. (d) Decontamination rooms—if gas is 
likely to be used. (e) Lastly, and most important, two “ life- 
rooms, one for resuscitation and the other a small 


saving ~ 
operating room. (f) If possible a mortuary should also be 
arranged. I think Mr. McCurrich will agree that being 


placed “in command of a laundry” is not so stupid as it 
looks. There is likely to be plenty of room and, what is 
more, plenty of hot water. I wonder how many general 
practitioners detailed to first-aid dressing stations have been 
round to their posts and thought out the arrangements they 
would make? If they think they are going to step into a 
ready-made concern my impression is they are in for a 
rude awakening. 

From the “dressing station ”’ casualties must be evacuated, 
either home or to a casualty clearing hospital elsewhere for 
further treatment, and a record kept of their disposal. This 
is not merely red tape, as some may suppose. Distracted 
relatives expect “dear Dr. Smith—our family doctor for 
years "—-who is in charge of the station, to know where little 
Tommy has been sent and how badly he was injured. The 
administrative problem will be further complicated for the 
unfortunate “Dr. Smith” by his having to arrange for 
transport, blankets, stretchers, meals, hot drinks, water, lights, 
sanitary arrangements, replacement of splints, dressings, 
bandages, etc., all with a_ half-boiled, enthusiastic but 
ignorant staff. I think we can take it trained nurses will be 
at a discount, and therefore we will have to work with 
volunteers, many of whom will not even have seen_a man 
cut his chin shaving. One can imagine the effect on them 
of groaning mangled masses of flesh and blood. Not being 
trained nurses they can be forgiven for losing their heads, 
but this will not make the problem any easier for the adminis- 
trative medical officer. 

First-aid Treatment.—lf he is not in administrative charge, 
the general practitioner will find himself an executive officer 
doing first-aid work in very different circumstances from “ peace- 
time” first aid. Lights will be cut off either as the result of 
enemy action or by design. Gas and water mains will be cut or 
otherwise out of action, and casualties will be pouring in. 
These may be due to: (a) falling masonry and people being 
trapped in collapsing buildings: (b) burns and casualties 
from escaping gas: (c) blast effects: (d) bomb fragments : 
(e) machine-gun bullets: (f) missiles from our anti-aircraft 
guns; and (g) “trampled-down”™ people. A_ rapid clinical 
examination must be made, haemorrhage stopped, compound 
fractures put up, and the cases sorted into those which can 
be immediately evacuated after the minimum of treatment 
and those that must be dealt with on the spot. Only opera- 
tions of extreme urgency will be performed in the “ life- 
saving” part of the “dressing station.” 

I wonder how many general practitioners have asked 
themselves how far they feel competent to carry out these 
“ life-saving ~~ operations? It may not be possible to 
evacuate casualties to casualty clearing stations with 
expert surgeons as rapidly as they would like, and the 
responsibility for the casualty’s life will be theirs. The 
British Postgraduate School recently ran a course of 
lectures on the treatment of war wounds. These were 
given by surgeons of the first rank, but I cannot say 
the London general practitioner showed much keenness in 
attending. The lectures are now appearing in the 
Journal weekly, whereby the Journal is rendering a signal 
service to those practitioners who, owing to distance from 
London, were unable to attend. 

I think any medical man called up now with anti- 
aircraft or any other unit may consider himself lucky 
that he has the chance to think out and practise in peace 
what he may have to do in war. Apart from attending 
to his daily sick, he will derive considerable benefit from 
study on the ground where he would put his dressing 
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station, how he would get his wounded there, how 
would get them away again, and how he would screen hj 
lights at night. Water supply and sanitation will aly 
come into his province. His brother officers in the upj 
will, | imagine, be equally busy working out their ow 
little problems, and so, if time still hangs heavily on hj 
hands, a revision of his anatomy and surgery will no 
be amiss; or he might familiarize himself with th 
contents of the medical panniers or even study the form 
he may be called on to fill up when he has not got, 
knowledgeable corporal to help him: I do not think ther 
is any danger of his wasting his time playing bridge ; hj 
brother officers will be busy enough with their problem 
during the day. Anyhow, I doubt if anyone will grudge 
them their bridge after dinner.—I am, etc., 

London, W.2, May 15. COLIN J. N. CAMERon, 


Sir,—The letter of Mr. H. J. McCurrich (Journal 
May 13, p. 1002) is of vital interest at the present moment, 
and I wish to thank him for writing it, because I fee 
that it should raise a storm of correspondence on the 
duties of the regimental medical officer in peace and war, 
The preservation of health in the Army is of prime 
importance in the winning of a war. More men are 
admitted to hospital and removed from the field of battle 
by disease than by battle. The following figures taken 
from the Army Manual of Hygiene and Sanitation illus- 
trate this point. 


Approximate Average Annual Ratio per 1,000 of Strength 

















Non-battle Casualties Battle Casualties 

Campaign Admitted | Deaths Admitted yee 

Hospital | Hospital | Hospital Bede 
France and Flanders, 1914-18 647 6 364 98 
Dardanelles 1,756 25 574 200 
East Africa 2,244 42 52 19 
Italy 465 7 43 12 

















‘That is to say, in France from 1914 to 1918 there were 
653 non-batile casualties per 1,000, and only 462 battle 
casualties, while in the Dardanelles there were 1,781 non- 
battle and 774 battle casualties per 1,000. These figures 
reached 2,266 per 1,000 strength for non-battle and 71 
for battle casualties in East Africa. Hence the preven- 
tion and treatment of disease are in many ways of more 
importance than killing the enemy. 

Speaking as a Territorial R.M.O. of eleven years’ ex- 
perience, I can assure ‘Mr. McCurrich that a “unit 
doctor ” will find that he needs full training by mobiliza- 
tion more than the executive officer. The health of the 
unit will depend on the work of the R.M.O., and he will 
not be able to perform it successfully without practical 
experience. The R.M.O. must know and be known by 
his commanding officer, his fellow officers, and the men. 
He must be capable of supervising the hygiene of the 
battalion—this entails knowing what to aim at and what 
he can attain. He is also responsible for verifying the 
physical fitness of the individuals in the unit. This can 
only be done after care and individual knowledge. He 
needs training to deal with Army forms and sick reports. 
These forms, especially the sick reports, are of paramount 
importance, very tedious, and quite complicated. Finally, 
there are specialists in the unit to be trained. I would 
suggest that the work of the regimental medical officer 1s 
of paramount importance to the unit from the onset of 
mobilization, and the idea that the unit’s doctor “ should 
join when war actually occurs and casualties become 4 
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possibility * shows an ignorance of the duties of a 
regimental medical officer that is most dangerous. It illus- 
trates the urgent need for mobilization of the two doctors 
who have been warned. The time has passed when joining 
the Territorial Army could be considered but a “ patriotic 
gesture. —I am, etc., 

W. A. BALL, 


Petworth, Sussex, May 15. Major, R.A.M.C.(T.A.). 


Sir,—The letter of Mr. H. J. McCurrich in the Journal 
of May 13 (p. 1002) raises greater issues for consideration 
than appears on the surface. Mr. McCurrich deplores the 
fact that doctors who have joined the Territorial Forces 
“as a patriotic gesture ~ should be called up for training 
when in fact there is no war on. What of the officers 
and men who also have joined up as a “ patriotic 
gesture”? Surely if they have had to leave their busi- 
nesses and jobs the doctor must also expect to leave his 
practice. And as to the doctor not requiring to be 
trained, he most certainly does. The medical officer in 
charge of an army unit must know something more than 
how to treat a cut finger, fill in a sick report, or even put 
up a fracture intelligently. He has to know his way 
about, and has to deal with questions of sanitation, such 
as suitable places for cookhouses and latrines, with trans- 
port of medical equipment, etc., problems which do not 
arise in civil practice. Above all he has to know his men: 
he has to win the confidence and support not only of the 
medical personnel of his unit but of the combatant officers 
and men, who look to him to put them right should they 
have the misfortune in time of war to “stop one.”"— 
I am, etc., 

Bournemouth, May 18. 


Sirn—In your issue of May 13 (p. 1002) Mr. H. J. 
McCurrich, while opening a subject which affects many 
Territorial medical officers, has in my opinion made an 
error when he voices his opinion that a medical officer of 
a unit need only join when hostilities are imminent. 
Perhaps he bases his views on the rather worn-out idea 
that a medical officer’s job in peace time is easy, and that 
he has nothing to learn. If a medical officer is to be 
efficient he must have a certain amount of knowledge of 
things military, by which I do not mean that this know- 
ledge should be confined to inspection of latrines, cook- 
houses, and the running of a mess, interspersed with early 
Morning sick parades. Times have changed rapidly in 
military medical work, and with the development of anti- 
aircraft defence the units’ medical officers have had to 
learn an entirely different method of working. 

To learn this work it is not sufficient to learn it on 
paper. An infantry medical officer has only his battalion 
area to ““ cover,” and this area is small. By small I mean 
that his area is only a fraction of that covered by the 
medical officer of an anti-aircraft unit. The sections of 
the latter may be spread out over 20 to 2,000 square miles. 
Although the establishment of medical officers has been 
increased, and two may be attached to one unit, the 
work of each of them is every bit as onerous as a large 
Country practice. If there is a central camp he may have 
a small hospital to run, conduct early morning sick 
Parade, inspect the local sanitation, and then inspect the 
outlying sites, each with its own problems of hygiene 
and first aid, probably holding a small out-patient clinic 
Ineach. He may have to travel twenty miles to sites, for 
although he will have trained R.A.M.C. personnel scattered 
through his area his personal attention is frequently 
demanded, Mechanization of the Army raises the propor- 
tion of injuries. He also must be cn duty after dark, 
for then begins the real training of the troops. Anybody 
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who has had to find a searchlight site in the dark in the 
small hours will appreciate how necessary it is to know 
the local country. As most sites are already plotted the 
medical officer should be au fait with their whereabouts, 
their own peculiarities regarding roads and _ personnel, 
and only in peace has he time for this. 

With decentralization when deployed, there must neces- 
sarily be a large increase in the knowledge of first-aid, 
cooking, and sanitation among the ranks, and these, of 
course, come under the M.O.’s supervision. It should 
therefore be apparent that the anti-aircraft unit medical 
officer must know his area before war ; for if war comes 
it will break out suddenly, by which I mean that the first 
casualties may occur within minutes of the outbreak. He 
must also know the men of his unit rather better than the 
infantry medical officer need know his men; he must 
know, or attempt to learn, how they would deal with 
casualties and the type of message he might expect to 
receive from them. In addition he has to be in touch 
with anything up to seventy posts, his own H.Q., his 
other colleague, and the A.D.M.S, of the division, added 
to which, but by no means least, he has large amounts of 
equipment and stores to keep up to establishment. 

As cne who would have to go if mobilization of the 
anti-aircraft divisions took place, I would have to leave 
my practice in peace time (and probably curtail my 
summer holiday as a result). If medical men join the 
R.A.M.C.AT.A.) they should know that they are supposed 
to be doctors first and soldiers afterwards, and therefore 
are expected to train for war in peace, and not imagine 
that they can “ pick it up if war breaks out.”—I am, etc., 

Burton-on-Trent, May 13. E. M. R. FRAZER. 


Anaesthesia in War-time 


Sir,—The letter of Dr. Ronald Jarman in the Journal 
of April 29 (p. 896) induces me to send you a description 
of an anaesthetic apparatus which I have designed and 
have used for many years. This apparatus was primarily 
designed for administering anaesthetics for nasal opera- 
tions. However, it can be used for any type of operation 
and can be adapted for intratracheal anaesthesia. 


It consists of an ether container in. the lid of which is a 
central opening to admit air through a tube under the surface 
of the ether. A rubber tube connected with a second open- 
ing, guarded by an inlet valve. carries the ether vapour to one 
of the bifid openings of the funnel-shaped throat-piece. This 
latter is a wide fully curved flattened metal tube, which is 
passed over the tongue. the distal end lying over the larynx. 
The bifid anterior end projects from the mouth. From the 
second, anterior. opening of the throat-piece a rubber tube 
carries the expired air through an expiratory valve, which 
is attached to the lid of the ether pot. 

In practice the patient is first anaesthetized with ether on 
an open mask. When the pharyngeal reflex is abolished the 
throat-piece, with rubber tubes attached, is passed into the 
mouth and pharynx. The pharynx is now packed off round 
the metal tube with eight-inch gauze moistened with olive oil. 
This prevents any secretion getting into the lung. The throat- 
piece keeps the tongue forward and ensures a clear airway. 
The patient now breathes in ether vapour and exhales through 
the expiratory valve. He will continue to anaesthetize himself 
as long as necessary. Where an intratracheal anaesthetic is 
required the patient is induced with an open mask and the 
intratracheal tube is passed and connected to the rubber tubes 
of the apparatus by a Y-shaped attachment. Careful packing- 
off of the throat is very important. Respiration must not 
take place round the throat-piece. 

The advantages of this apparatus are: (1) Very great 
safety. (2) Protection of the lungs from inhaled secretions. 
(3) A clear airway all the time. (4) Elimination of forced 
oxygen inhalation. (High concentration of oxygen in the 
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lung is unnecessary and is injurious. Post-anaesthetic * pneu- 
monia ~ is often caused by oxygen poisoning: see Anesthesia 
and Analgesia, September-October, 1938, p. 242). (5) Con- 
venience and portability. The apparatus wetghs 2 Ib. 12 0z., 


comrercd with the 75 Ib. of Boyle’s portable apparatus. 
(6) It enables a single-handed surgeon to anaesthetize 
his patient and then perform his operation with the 


perfect confidence that his “robot” anaesthetist is perform- 
ing his job efficiently and safely. (7) Also, when only an 


peepee oemengeeemen a 











inexpert anaesthetist is available the surgeon can provide him 
with a safe and easy method, whilst he himself can rely on 
an uninterrupted anaesthesia. (8) Its cost is much less than 
a Boyle apparatus: about £5, compared with £50 or £60. 
(9) It is very economical in use. This should be an excep- 
tionaily useful apparatus in time of war. 


I am indebted to Mr. Charles King, Devonshire Street, 
London, for carrying out my design. I enclose a photo- 
graph of the apparatus and also an x-ray picture of the 
throat-piece in situ.—I am, etc., 


Guildford, May 15. T. B. JoBson. 


Prevention and Treatment of Shock 


Sir,—I have read with interest Mr. N. L. M. Reader’s 
remarks with regard to the giving of spinal anaesthetics 
as a therapeutic measure for shock in war casualties 
(Journal, May 20, p. 1053), but feel I cannot altogether 
agree with them. In the first place, the anaesthetic level 
for the treatment of shock is a very important decision 
from the anaesthetist’s point of view. If a low spinal 
anaesthetic is sufficient, then the already low blood pres- 
sure of the shocked patient is not of much consequence, 
but the lowness of the blood pressure is a very important 
factor for the higher levels of spinal anaesthesia. As these 
anaesthetics would have to be given by overworked first- 
aid personnel, it seems to me wrong that they should be 
expected to decide upon the dosage of the azaesthetic 
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provided, since, as no doubt Mr. Reader is aware, thi 
depends upon the length of the spinal canal. For sping 
anaesthetics given to a higher level the posture of, 
patient becomes exceedingly important. This, of courg 
would add to the already very difficult problem of tran, 
portation of war casualties. 

Dr. Ronald Jarman’ has suggested (April % 
p. 896) that intravenous barbiturates in small doses are the 
most suitable anaesthetics for emergency first-aid purposes 
giving time for splintage, restoration of warmth, etc., and 
for a dose of morphine given as an anti-shock treatment 
to become effective. As this method is applicable to 
all war injuries and carries a very wide margin of safety, 
it would appear to me to be much more efficacious than 
using a form of anaesthesia which definitely requires more 
careful post-operative treatment.—I am, etc., 


London, N.W.1, May 20. E. A. Pacer. 


Morphine Injection at First-aid Posts 


Sir,—Your correspondent Dr. P. Hamill (May 20, p, 
1054) has drawn attention to the advisability of putting 
up morphine in the form of an aqueous solution in rubber. 
capped bottles for use at first-aid posts. He may be 
interested to know that bottles containing 100 c.cm. of an 
aqueous solution of morphine sulphate were ordered for 
the Thames Ambulance Service some six months ago, and 
are in store at the Port of London Authority head office, 
ready to be put on board the fourteen ambulance ships of 
this service when required. The strength of the solution 
is 1/2 grain morphine sulphate to I c.cm., and this is 
clearly marked on the label. This strength was decided 
on in order to make a maximum dose—and one which 
will be very commonly used for severe injuries where 
rapid analgesia is desired—which can easily be remem- 
bered by medical staff acting in surroundings of panic. 
The bottles have wide rubber caps over which are bakelite 
guard caps, which screw on to the glass thread of the neck 
of the bottle to keep out dust and dirt. The ships are also 
carrying morphine hypodermic tablets in case the bottles 
should be broken.—I am, etc., 


London, $.W.1, May 20. J. N. Lorine. 


Progesterone and the Nasal Mucosa 


‘1R,—I was very interested in the article in your issue 
of May 13 (p. 974) on progesterone and the nasal mucosa, 
by Mr. J. K. Willson-Pepper and Dr. H. Royle, because 
about nine months ago I decided to treat a case of hay- 
fever—asthma, which had not yielded to any other treat- 
ment, with this substance. The result was very 
striking and satisfactory. The patient was a boy of 16, 
and I used progesterone in oily solution as prepared by 
Schering Limited under the name of “ proluton.” I gave 
what would be equal to 2 mg. of the luteal hormone on 
two occasions, with an interval of twelve hours, and then 
proceeded for seven days, with similar intervals, to give 
5 mg. The substance was given by intramuscular injec- 
tion. There have been no further asthmatic attacks, and 
the improvement in general health has been very marked. 
A slight conjunctival injection is the only symptom since 
noticed. ] 

1 came to the conclusion to use this substance in this 
way. As long ago as February, 1924, I suggested in an 
article published in the Journal that the function of the 
corpus luteum hormone in maintaining the implantation 
of the ovum in utero was not a direct one on the uterime 
mucosa but rather an indirect one in that it was antagon- 
istic to some other secretion which it had the power to 
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suppress. I said that it antidoted the other secretion and 


so allowed pregnancy to continue. I believe that other 
mucous membranes, among them the nasal mucosa, take 
part in such a reaction, and that this explains the striking 
result obtained by Mr. Willson-Pepper and Dr. Royle.— 
] am, etc., 


London, W.1, May 19. CuHas. W. A. EMERY. 


Sir,—I have noted with great interest the article in the 
Journal of May 13 (p. 974) on the effect of progesterone 
on the nasal mucosa. The authors’ notes on the beneficial 
effect of this on the nasal condition suggest thet a good 
line of research might be undertaken in these conditions. 

For the past thirteen months I have been trying the 
effect of various hormones, particularly progynon, 
proluton, testoviron, and pregnyl, on certain cases of 
asthma which have a very definite menstrual association. 
The results up to date have been promising, and I hope 
very shortly to publish a paper on these results. Without 
going into any further detail, | thought it might be as 
well to publish this preliminary note, as I think there is 
a very large field for clinical research here. 

Mr. J. K. Willson-Pepper and Dr. H. Royle are to be 
congratulated and encouraged on what is a chance but not 
an irrelevant clinical observation.—I am. etc., 

Liverpool Royal Infirmary, May 16. H. Cantor. 


Tonsillitis and Leukaemoid Blood Count 


Sir,—The case described as “ ulcerative tonsillitis with 
blood count simulating lymphoid lJeukaemia~ by Dr. N. 
Wynn-Williams (Journal, May 20. p. 1032) may _ be 
accepted as an example of glandular fever of the angincse 
type, the form which on the Continent was termed mono- 
cytic angina, and caused confusion there until its identity 
with glandular fever and infective mononucleosis was 
recognized. Cases of glandular fever stand prontosil 
badly, and it should not be given in any of the clinical 
forms. In the anginose type simple treatment to the 
fauces is indicated, but no other treatment is necessary or 
beneficial. Recovery is invariable-—I am, etc., 

London, W.1, May 21. H. LetHesy TIDy. 


Mental Confusion after Belladonna 


Sir—In the Journal of May 13 (p. 975) Case Il of 
myasthenia gravis, reported by Dr. Ralph T. Collins, was 
during his psychotic state receiving treatment by atropine, 
prostigmin, and ephedrine. No mention was made of 
the dose of atropine given, and one is tempted to wonder 
if this patient might have been sensitive to the alkaloid 
and if his mental state might not have been directly 
related to his treatment. I have on occasions found a 
mild confusion and excitement in patients who were 
taking belladonna, which ceased on its withdrawal.— 
lam, etc., 


Ilford. May 13. R. N. C. Smit. 


A Complication of Haemostasis 


Sin,—We have read with great interest the letter trom 
Dr. Gordon Scott which appeared in your issue of March 
25 (p. 642). We note that Dr. Scott had used stryphnon 
With satisfaction, but that in one case of intended blood 
transfusion the latter was rendered impossible owing to 
agglutination, which Dr. Scott thinks may have been due 
to the previous administration of stryphnon. Over a 
Period of more than ten years we have used stryphnon in 
large doses, both orally and by injections, for internal 
haemorrhage of varying aetiology, and have also been 
able to show its therapeutic effect in the acute form of 











thrombopenic purpura (Klin. Wschr., 1936, 15, 935). We 
have been repeatedly called upon to give one or more 
blocd transfusions to patients who had previously received 
an injection of stryphnon, and we can state that we 
ourselves have never experienced, nor heard of, any after- 
effects from the administration of this haemostatic. In 
the blocd-group determination as practised in this country 
we have never observed any abnormal agglutination 
reactions. 

Following on the publication of Dr. Scott's letter we 
have tested the agglutination reaction of new patients to 
whom stryphnon had previously been given, and in none 
of these cases was there any result similar to that reported 
by your correspondent. As we are extremely interested 
in this question we would be glad to have further details 
of the methods used by Dr. Scott in his investigations. 
We would like to carry out a fresh series of tests on 
similar cases, using his methods. From our wide experi- 
ence of this subject our belief is that the injection of 
stryphnon is not attended by danger to the patient in 
subsequent blood transfusion.—We are, etc., 

RUDOLF KLIMA. 
FELIx Bopart. 
Kaiserin Elisabeth-Spital, Vienna, May 9. 


Organization of Out-patients 


Sirn,—Mr. Walter Howarth’s article on the organization 
of out-patents at a teaching hospital (May 13, p. 991) 
draws attention to a very grave defect in the care of the 
poorer members of the community, and suggests a very 
reasonable cure. In the course of visits to a number 
of hospitals in Canada and the U.S.A. I have had the 
opportunity to study the vatious ways in which this 
problem has been attacked. In most cases the press of 
patients is avoided by having very numerous out-patient 
clinics of a highly specialized type, but this does not com- 
pletely avoid the waste of time inflicted on the patient. 
In 1937 I found that the Peter Bent Brigham Hospital in 
Boston, a teaching organization associated with Harvard 
Medical School, had a well-organized appointment system 
for out-patients in all departments, and when I visited the 
Toronto General Hospital in January of this year I found 
a similar system being used. Of thirty-one recognized 
hospitals in North America, apart from small hospitals, 
special clinics, and sanatoria, which I visited, these were the 
only two where such a system was in use, so that the idea 
would appear to be capable of further extension. I have 
no idea how many hospitals in these countries have used 
such organization, but Mr. Howarth’s article suggests that 
there is a need for it, and that it can be successfully 
introduced in spite of certain cbvious disadvantages. 

In these days when the importance of early diagnosis 
is being constantly impressed upon us it would appear to 
be up to the hospitals to mzke it possible for the patient 
to obtain advice with minimal delay and exposure to the 
rather lugubrious atmesrhere of the out-patient waiting- 
room.—I am, etc., 

DonouGH O'BRIEN, 

Dublin, May 15. B.Sc., M.B., B.Ch. 


Admission to Hospital 


Sir,—I am pleased to see that this subject is at present 
creating more interest in the correspondence columns 
than was the case when Mr. William Ibbotson raised it 
last year in the Supplement of October 1, on which occa- 
sion I followed in support of his contentions. “ Country 
Doctor,” in your issue of May 13 (p. 1007), explains his 
method of securing early or immediate admission for his 
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cases—by sending them to the consultant in private with 
a request that they be admitted without delay. With 
charming naivety he adds, “Personally I find little to 
complain of in all this.” Of course he doesn't. He gets 
what he wants and his patient thinks him no end of a 
good fellow with a friend at court. With equal naivety he 
goes on to admit that “laymen might give it a harsh 
name but “it works quite well and hurts no one.” 
“Country Doctor” does not seem to have reflected fully 
on the subject before writing his letter. It does hurt the 
really poor patient who has been seen as an out-patient 
and has had his name put on the waiting list, but whose 
turn keeps being postponed by the intrusion of “ Country 
Doctor's ” better-off patients. And it does hurt the whole 
medical profession if the public get the impression that 
to secure early admission to hospital all they have to do 
is to pass a tip to the consultant in the form of a con- 
sultation fee. “Country Doctor” seems to think very 
lightly of the harsh name the layman may have for the 
practice he describes, but most of us are sensitive about 
anything which touches the honour of our profession. 

1 hope “Country Docter™ will continue to send _ his 
patients for a private consultation—it is no more than 
decent for him to do so whenever the patient can afford 
it—but I hope also that he will discontinue putting his 
consultant friends into the invidious position of being 
expected to give these patients priority on the waiting 
list, as a quid pro quo.—l am, etc., 


Hull, May 15. T. RitcHiE RODGER. 


Pelvic Disproportion 


Sir,—In his lecture on this. subject appearing in the 
Journals of April 29 (p. 857) and May 6 (p. 912) Professor 
J. M. Munro Kerr referred appreciatively to my method 
of cephalometry, but stated that even by this method it 
would never be possible in a borderline case to say if 
the head would pass the brim. His reasons were that 
(1) the measurement is not absolutely exact, and (2) it is 
impossible to forecast the efficiency of the uterus and the 
“give” of the pelvis. He therefore concludes that trial 
labour is the method of choice and that induction of 
labour should have almost no place in the treatment of 
disproportion. May I make the following comments: 


1. The whole object of induction is to remove a patient from 
the * borderline ” to security. 


2. The opinion on induction quoted above is based on 
series of inductions before cephalometry and before induction 
by rupture of the membranes. 

3. It is impossible to over-emphasize the difference between 
the uncertainty of moulding at term and the certainty of 
moulding when the head is known to be from one to three 
weeks premature. I have called this the plastic head, and 
believe that it provides the final answer to those who object 
to induction in these cases. There is no doubt whatever that 
the plastic head will pass through if the biparietal diameter 
of the head be not allowed to exceed the true conjugate. I 
do not think at present that induction should be performed 
before this diameter of the foetal head has reached three to 
four inches in three and a half weeks’ prematurity, and it 
follows that Caesarean section should be performed if the 
true conjugate be below three to four inches. It is true that 
moulding of these soft heads will go to extremes if necessary, 
but while the mother runs little risk a line must be drawn 
somewhere in the interests of the child, and only long experi- 
ence can fix that line. 

4. Much capital is often made of the uncertainty of the 
uterine forces. In-my experience serious inertia arises because 
the uterus refuses to attempt the impossible. | have never met 


it in over 100 cases of induction in primigravidae. 


5. | can give no figures for induction in a long series of 
cases of disproportion, but certainly in my experience of over 
200 inductions the prematurity of the babies did not result 
in a high mortality. Apart from two monsters, the only cage 
of stillbirth was a 73-lb. foetus which was a:lowed to remain 
too long in the unrotated occipito-posterior position. None 
of the babies so delivered died within the first year or two 
of birth. In this series the reason for induction was an inquiry 
into the safety of induction by rupture of membranes, and the 
usual percentage of cases of disproportion was accepted as 
part of the trial. 

6. Even if the method of trial labour be adhered to, surely 
the selected cases should be submitted to pelvimetry and 
cephalometry to avoid the dreary farce of hoping that a hard 
three- to eight-inch head will go through a true conjugate of 
three to four inches. Conceivably it might, but it is inexcusably 
unimaginative to allow the attempt. 

7. X-ray measurement of the distance between the ischial 
spines by some method such as I have described will give an 
equally clear indication of disproportion at the outlet, and the 
same rules for induction can be applied. 

In conclusion, may I suggest once more that induction 
of labour by rupture of membranes, controlled by modern 
radiological methods, has never yet been given an 
extended trial in cases of disproportion, and that the 
time is ripe for such a trial—I am, etc., 

Bexhill-on-Sea, May 15. L. N. REECE. 


Social Implications of Medical Science 


Sir,—Sir Edward Mellanby’s valuable Robert Rede 
Lecture (Journal, May 13, p. 996) calls for two comments. 
(1) The death rate would have fallen little if at all since 
1876 if the birth rate had not declined, as is. proved by the 
high positive correlation between these two rates. This 
fact supports Sir Edward’s outstanding emphasis on the 
importance to a nation of an ample and proper diet. (2) 
He said that the rapidly increasing number of members 
of the community over 60 would have to be maintained 
by an even more rapidly diminishing number of workers 
under 50. Surely, except to frighten us unduly, he should 
not have ignored the useful host of quinquagenarian 
workers. Even the worst of the statisticians’ estimates 
show that if the birth rate were to resume and go on 
falling the persons between 16 and 60 will continue to out- 
number the rest for about a century to come.—I am, etc., 


London, S.W.15, May 15. B. DunLop. 


McDougall and Medical Psychology 


Sir,—I was interested in Dr. T. A. Williams’s letter in 
your issue of May 13 (p. 1001), and entirely agree with 
his reference to Professor McDougall’s “ honesty of mind,” 
but I have some doubt as to whether his later opinion 
after he went to America was “ very different,” as stated 
by Dr. Williams. In the course of some correspondence 
I had with him on other matters at this period I asked, 
incidentally, if his view as frequently stated to me and 
mentioned in my letter (Journal, April 29, p. 899) had 
in any way altered. In the course of his reply he stated 
very definitely that he was still of the same opinion.— 
I am, etc., 

St. Mawes, Cornwall, May 16. B. H. SHAw. 


Treatment of Biliary Fistula 


Sir,—The following note may be of interest. 


A woman of 70 had a gall-bladder containing many stones 
removed three years ago. A small sinus persisted. Some weeks 
ago the patient had some pain of sudden onset in the right 
upper quadrant of the abdomen and conducted to the right 
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pain disappeared with a copious flow of bile from the sinus. 
The stools were now devoid of bile. The flow through the 
sinus increased and a consultant physician who saw the patient 
in consultation agreed that all the bile seemed to come through 
the sinus. After a fortnight the hope of alleviation without 
operation seemed slight. 

Best's method of treatment of residual stones in the common 
duct seemed attractive (Medical Annual, 1939, p. 189). The 
patient was given a 1/100 grain tablet of glyceryl trinitrate 
under the tongue three times on the first day; 1/100 grain 
atropine by mouth was given three times on the second day. 
The trinitrate was repeated on the third day and the atropine 
on the fourth day. Magnesium sulphate, 2 drachms, in warm 
water was taken each morning. Bile appeared in the stools on 
the fourth day after haying been absent for nearly three 
weeks. After three days the pain reappeared and two further 
days’ treatment was given. The bowels then began to move 
naturally and bile appeared in the stools. The sinus has com- 
pletely closed and the skin has become free from the local 
dermatitis that had been in evidence since the operation. 


—] am, etc., 
Bournemouth, May 15. 


P. P. McKINnNEY. 


Plaster Bandages 


Sirn—Some months ago I spent considerable time and 
energy trying to devise an appliance for making plaster 
bandages of good uniform quality more rapidly than by 
the time-honoured and time-consuming method of rubbing 
the plaster in and rolling the bandage by hand. My 
conclusions, endorsed by the experience of a firm of 
instrument makers of repute, was that there was no 
simple rapid way of making good plaster bandages, and 
that the hand-made product was the only solution, pro- 
vided that the bandages were made by a relatively skilled 
person. Uniformity of width, length, tightness of the roll, 
and plaster content can only be assured provided that the 
bandages are always made by the same individual, who 
knows the requirement of the surgeon and the problems 
involved in the making of a good cast. 

The plaster box described by Mr. Charles E. Kindersley 
(Journal, April 8, p. 727) will, it is true, serve a useful 
function in having the ingredients handy, and thus saving 
the time which might be employed in getting ready and 
clearing up, while a lid would also help to keep the plaster 
¢ry: but it is doubtful if it will save much time in the 
actual bandage-making, which will still require consider- 
able time, skill, and care. For the spreading of the plaster 
I agree with Mr. Kindersley that the gloved hand is the 
best and most logical instrument. It is true that the 
implements used at Professor Bodhler’s clinic may have 
appeared crude, but nevertheless I was very impressed by 
the great uniformity and excellence of the finished product, 
which made it possible for the attendant to forecast with 
accuracy the exact number and size of the bandages which 
would be required for any particular cast. Such 
uniformity is only possible when the bandages are always 
made by the same trained team of workers. Failing this, 
I feel that “cellona” bandages provide the only satis- 
factory alternative.—I am, etc., 

J. R. BLACKBURNE, M.B., F.R.C.S. 

Hull Royal Infirmary, May 16. 


X-ray Treatment of Gas Gangrene 


Sik,— Mr. Claude Frankau’s contribution to the series of 
lectures on the treatment of war wounds (Journal, May 
13. p. 989) deals with gas gangrene, but makes no reference 
rs the use of x-ray therapy in the treatment of this con- 
tien. 


1 feel that the work done by Kelly, Dowell, 








any discussion of the treatment of gas gangrene. 

In their last publication (Radiology, 1928, 31, 608) the 
refer to 143 cases treated with x rays, and say: 

“We cannot over-emphasize our opposition to amputation 
because of gas gangrene, and feel that anyone amputating or 
advocating the amputation of an extremity solely because it 
is infected with a gas-forming organism is definitely out of 
touch with the proper and conservative treatment for the 
condition. .. . The analysis of the data so far available in 
connexion with the x-ray treatment of gas gangrene seems 
to prove that x-ray treatment, properly given, is the answer 
to the question of what to do in treating a gas-forming 
infection.” 

Dr. J. H. Harris, commenting on their work in the 
American Journal of Roentgenology and Radium Therapy 
(1939, 41, 498), says: “ The value of roentgen therapy in 
the treatment of gas gangrene is thoroughly established by 
this report. When used early and as outlined by the 
authors this form of therapy approaches a specific in that 
it is by far the most effective measure so far employed.” 

It is of special importance at the present time that the 
value of all available methods of treatment for infected 
wounds should be carefully considered. I know of no 
work in this country confirming that quoted above, but 
feel that it is of sufficient importance for some reference 
to it to be necessary to make any account of the treat- 
ment of gas gangrene complete.—I am, etc., 

D. WALDRON SMITHERS, M.D., D.M.R. 

London, W.1, May 15. 


Induction of Labour in Primigravidae 


Sir,— May | say that I, too, agree with Dr. Herbert R. 
Spencer when he says (Journal, May 13, p. 1003) that he 
knows no adequate reason for limiting the induction of 
Jabour to pluriparae. In my experience the induction of 
labour at the thirty-sixth or thirty-seventh week in 
moderate cases of pelvic contraction is a simple and 
successful procedure. Now that x-ray measurements of 
the pelvis have attained a remarkable degree of accuracy, 
it would seem to me that the alternative to Caesarean 
section should be plainly stated to the patient. so that she 
may choose. I have no hesitation in affirming that in- 
duction of labour is very definitely less risky to the patient 
than Caesarean section, and recovery is most certainly 
much quicker. That Caesarean section is an operation 
comparable to the removal of a quiescent appendix is. it 
seems to me, too readily accepted by the laity if not by 
obstetrical surgeons.—I am, etc., 

London, $.W.1, May 16. H. BeckeTI-Overy. 


Reconstruction in Vaginal Atresia 


Sizn,—In the American Journal of Obstetrics and 
Gynecology for October, 1938, appears an article by Dr. 
V. S. Counseller on congenital absence and traumatic 
obliteration of the vagina and its treatment with inlaying 
Thiersch grafts. He writes of it as a new method, or one 
suggested by McIndoe quite recently, whereas in po:nt of 
fact I believe I am right in claiming priority for this opera- 
tion, which J first did in 1922; I published a description 
of it in 1924. The description was published under 
‘“* Thiersch pressure grafts in other situations “ in my book, 
Facial Surgery (Livingstone, 1924, p. 34). and therefore 
might not be seen by a gynaecologist. The description is 
as follows: 

“A case which demonstrates its efficiency more than perhaps 
any other is one in which, with my colleague Dr. North. we 
successfully established and grafted an entirely new vagina 
by this method. The patient, an exceedingly well-developed 
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girl of 20, had never menstruated, though she had suffered 
from menstrual pains. No trace of vaginal orifice could be 
seen nor uterus palpated in its normal position. At the 
patient’s urgent wish we operated. The abdomen was opened 
and a small infantile bicornuate uterus found. No cervical 
orifice or canal could be demonstrated. A vaginal canal was 
established from the perineum, starting from its normal 
situation, and the uterus was sutured to the upper end of this 
canal. An impression of the artefact vagina was next 
obtained with stent on a metal mould: this was covered with 
Thiersch grafts obtained from both arms and secured to the 
stent with fine catgut ligatures. The whole was then reinserted 
into the vagina, and the latter closed entirely by suturing ihe 
lower end together. The stent was removed in ten days, 
leaving the Thiersch graft beautifully lining the vagina. The 
lower end-—which had previously been sutured—remained to 
be grafted. This was done by cutting flaps from the well- 
developed labia minora on each side and swinging them back- 
wards round the vaginal walls to meet in the mid-line 
posteriorly. These grafts also were quite successful. The 
patient now has an excellent and satisfactory vagina, though 
it remains to be seen whether the uterus will ever become 
functional.” 


Hence, I do not think it is quite fair to refer to the opera- 
tion as “ Counseller’s operation.” Moreover, my method 
of utilizing parts of the labia minora for lining the 
lower end of the canal is a very distinct advantage, and 
is not realized apparently by Dr. Counseller.—I am, etc., 


H. P. PicKeRILL. 


Wellington, New Zealand, 
March 28. 


Yaws and Syphilis 


Sir,—-Further to Professor D. B. Blacklock’s letter on 
this subject in the Journal of May 13 (p. 1004) the follow- 
ing facts may be of interest. When I was district medical 
officer at Salem, South India, the inhabitants of a certain 
village were reported to be suffering from yaws. I visited 
it with my assistant surgeon and we found a very large 
number of the people had multiple limpet-shaped scabs. 
I had in hospital at the same time an undoubted case of 
syphilis, and the patient had similar scabs, but they were 
far more numerous and flatter and there was more inflam- 
mation. The inhabitants of the village refused treatment 
of any kind at our hands. Later two of them went to 
gaol, and I was then able to treat them with salvarsan 
with good results. The patient with syphilis was a very 
sick man: patients with yaws did not appear to be sick. 
This was the only village in which I saw or heard of such 
cases. It is many years ago, but my impression is that 
the majority of the people had some of these typical limpet- 
shaped piles of cells. It seems rather unlikely that one 
village should suffer from endemic syphilis while this 
condition was rarely seen elsewhere.—I am, etc., 





London, W.1, May 18. W. Guyon RICHARDS. 


Disease of the Lung in Industry 


Sir,—My address to the Advisory Medical Committee 
ef the Industrial Welfare Society on industrial diseases of 
the lung made special reference to those trades where the 
possibility of a specific occupational lung hazard might 
exist. Silicosis, anthraco-silicosis, sidero-silicosis, and 
asbestosis were specially noted. The prevention and early 
detection of tuberculosis in industry also received some 
attention. 

In my actual address I stated: “As a preventive measure 
all large factories should have on their staff a medical 
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officer with adequate facilities, including x-ray facilities” 
With the first part of this statement Dr. D. Steway 
(Journal, May 20, p. 1059) agrees, and he will, I feel sure 
agree also that, where the possibility of pulmonary diseag 
in dusty trades is concerned, x-ray investigation of the 
chest must necessarily be included among the facilities, 
Where a specific occupational lung hazard is concerne( 
it would obviously prove to be an economic proposition 
to have such facilities on the spot. I quite recognize, 
however, that every factory engaged in a dusty trade 
cannot have x-ray facilities on the premises. Such 4 
question is purely a matter for the individual factory 
management. 

Dr. Stewart concedes that a very proper place in the 
prevention and detection of lung tuberculosis in industry 
does belong to the industrial medical officer, and he agrees, 
moreover, with the policy of extension of medical services 
in the factory. I hold the view that the medical officer 
in such cases has adequate facilities, including those for 
X-ray examination, if he is able to refer h’s cases to chest 
clinics and hospitals in clcse proximity to the factory, 
Dr. Stewart and I are therefore, I feel, in substantial 
agreement.—I am. etc.. 


London, W.1, May 22. Puitip ELLMan, 


The Services 





DEATHS IN THE SERVICES 


Lieutenant-Colonel Ropert GroRGE GIBSON Croty, IMS. 
(ret.), died at Pyrford Heath, Surrey, on April 25, aged 57. He 
was born on September 26, 1881, and was educated at Queen's 
College, Cork, graduating M.B.. B.Ch., B.A.O. of the Royal 
University of Ireland in 1904. Subsequently he took the 
D.T.M.and H. of the London Colleges in 1920 and _ the 
F.R.C.S.Ed. in 1924. He entered the Indian Medical Service 
as lieutenant on February 1. 1906, became lieutenant-colonel 
on August 1, 1925, and retired, owing to ill-health, on 
February 4, 1935. He was on active service from 1914 to 
1921, and was mentioned in dispatches in the London Gazelte 
of July 23, 1920. After the war he entered civil employ in 
the Madras Presidency, being appointed district medical officer 
of Kistna District in January, 1924. He became surgeon of 
the 4th District of Madras City and superintendent of Roya- 
pettah Hospital in February, 1926, and subsequently first 
surgeon of the Madras General Hospital and professor of 
surgery in the Madras Medical College. He had been a 
member of the British Medical Association since 1921. 


Lieutenant-Colonel Davin Waters SUTHERLAND, C.LE, 
Bengal Medical Service (ret.), died at Dunbar on April 18, 
aged 67. He was born on December 18. 1871, in Grenville 
County, Victoria, the son of the late Mr. John Sutherland, 
and was educated at the Universities of Melbourne and Edin- 
burgh, graduating at the latter as M.B., C.M., with first-class 
honours, in 1893. He proceeded M.D., with commendation 
for his thesis, in 1902. He also took the M.R.C.P.Lond. in 
1902 and in 1923 was elected a Fellow. He entered the Army 
as surgeon lieutenant on July 28, 1894, became lieutenant- 
colonel on January 28, 1914, and retired on December 12, 
1926. He served on the North-West Frontier of India in the 
Chitral campaign of 1895, when he was present in the action 
of the Malakand Pass and the relief of Chitral, was men- 
tioned in dispatches in G.G.O. No. 998 of 1895, and received 
the medal with a clasp, and in the Afghan Field Force in 
1920, as consulting physician to the force. Most of his 
service was spent in civil employ in the Punjab, where he was 
appointed professor of materia medica and pathology !n the 
Lahore Medical College in 1897, professor of medicine In 
Apmil, 1903, and principal in June, 1909. He received the 
C.LE. in June, 1917. He was the author of a work on the 
Differential Diagnosis of Fevers (1909). He had been 4 


member of the British Medical Association for twenty-four 
years, 
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C. H. FAGGE, M\S., F.R.C.S. 


Consulting Surgeon to Guy's Hospital 


Mr. C. H. Fagge, consulting surgeon to Guy’s Hospital 
and to the Evelina Hospital for Children, died at Nuffield 
House on May 19 at the age of 66, after a long and, 
unfortunately, irksome illness. His death closes the career 
of another outstanding figure from a family long asso- 
ciated with Guy’s which, in previous generations, had pro- 
duced the famous names of John Hilton, the author of 
Rest and Pain, and Charles Hilton Fagge, whose early 
death in the ‘eighties deprived Guy’s of one of the finest 
physicians of the century. 

Charles Herbert Fagge was born in 1873, the second 
son of Dr. Herbert William Fagge of Lutterworth. He 
was educated at Oundle School and, coming to Guy's !n 
1890, he quickly distinguished himself as a medical student, 
winning in turn the gold medal and exhibition in anatomy, 
medicine, and surgery. He took the F.R.C.S. diploma in 
1897, and graduated M.S.London in 1898, and in 1899 he 
was made demonstrator of 
anatomy in the Guy’s 
Medical School. In 1902 he 
was appointed aural surgeon 
to the hospital, and in 1905 
he was elected to the general 
surgical staff. It was charac- 
teristic of him that when, 
four years later, he relin- 
quished his charge of the 
aural department, although by 
this time widely known for his 
skill inthis branch of surgery, 
he conceived it his duty to pass 
on to his successor in the 
department all private cases 
of an aural nature that were 
sent to him. He became full 
surgeon in 1917, and retired under the age limit in 1933, 
being complimented with the appointment of consulting 
surgeon to the hospital. During the war he received a 
commission as Major R.A.M.C.AT.) on January 18, 1915, 
was attached to the 2nd London General Hospital, and 
served as consulting surgeon to the Red Cross Hospital 
for Officers at the Fishmongers’ Hall. He was gazetted 
brevet lieutenant-colonel on June 8, 1917, and was ordered 
to France, where he contracted dysentery and was 
invalided home. 


He had a distinguished career at the Royal College of 
Surgeons of England. Elected to the Council in 1921, he 
became Vice-President in 1929, and delivered the Bradshaw 
Lecture in 1928 and the Hunterian Oration in 1936. On 
the occasion of the foundation of the Royal Australasian 
College of Surgeons in 1932 Fagge was deputed to present 
to the new College a Great Mace in token of the friend- 
ship of the English College of Surgeons. The ceremony 
took place in the Wilson Hall at Melbourne on February 
17, 1932. and he was rewarded with the honorary Fellow- 
ship of the Australian College and with the honorary 
degree of M.D. of Melbourne University. While there 
he also delivered the first Syme Oration. He was an 











examiner in anatomy in 1909, and a member of the Court 
of Examiners in Surgery for ten years from 1920. He 
also examined in surgery for Cambridge and London 
Universities, 


He was president of the Association of 








‘technical skill and sound judgment. 


Surgeons of Great Britain and Ireland in 1933. At the 
Royal Society of Medicine he held important offices for 
many years, being honorary secretary 1914—20, treasurer 
1920-9, and president of the Surgical Section 1932-3. 
During the period of his treasurership he was respon- 
sible, with his co-treasurer Dr. Pasteur, for reorganizing 
the finances of the society and putting them on the 
flourishing basis which they have maintained to this day. 

As an operator Fagge showed from the first great 
Joining the staff 
of Guy’s at a time when Arbuthnot Lane was at the 
height of his fame, he fell at once under the influence 
of this great surgeon, and was an ardent exponent of his 
methods, especially in the surgery of bones. In operating 
he displayed a careful attention to detail which was 
always a pleasure to watch, and was of inestimable value 
to the students who assisted him. He took a most serious 
view of his responsibilities to the Medical School, and the 
large attendance at his ward rounds was a testimony of 
the value in which the students held his teaching. 

The outstanding feature of Fagge’s character was his 
conscientious devotion to his work and to the institutions 
to which he was attached. His loyalty to his colleagues, 
his generosity to his juniors on the staff of his hospital, 
and the deep interest he took in the work and games of its 
students endeared him to all who worked with him and 
learned to know him well. He was, perhaps, not an easy 
man to know intimately, and a tendency to irritability 
when operating, and a somewhat off-hand manner 
in conversation, probably cost him the friendship of 
some of his less discerning associates. Those who did 
know him realized that these mannerisms were only skin- 
deep, and that he never allowed a hasty word or action to 
affect his considered judgment. Always a young-looking 
man, it appeared to those who saw him on the day of his 
retirement from the active staff at Guy’s almost impossible 
that he could really have reached the age of 60, and it was 
a tragic fate that within a year he should develop symp- 
toms of the illness which so completely spoiled for him 
the last five years of his life. He married Beatrice Dora, 
daughter of the late Mr. Michael Metcalf of Sydney, who 
survives him with their son and three daughters. 


Mr. Fagge joined the British Medical Association in 
1902, was honorary secretary of the Section of Laryngo- 
logy, Otology, and Rhinology at the Annual Meeting at 
Leicester in 1905, and vice-president of the Section of 
Surgery at the Cardiff Meeting in 1928. At the head- 
quarters of the Association he served on the Postgraduate 
Committee in 1925-6, and on the Arrangements Com- 
mittee in 1933-S. 

|The photograph reproduced is by Elliott and Fry, Ltd.]} 


ARTHUR W. SANDFORD, M.D., M.Cu. 

Consulting Ophthalmic Surgeon, Cork County Hospital 
A famous and attractive figure in the Irish medicine of 
the last generation has disappeared by the death of Dr. 
Arthur W. Sandford, which took place at St. Albans on 
May 12. Latterly he had made his home in England, but 
his name is held in regard in all parts of Ireland—a 
country slow to forget—and especially in his own city of 
Cork. There are those who still remember him driving 
through the town behind a pair of blocd horses, seldom 
allowing his coachman to touch the reins, but they 
remember him far more for his skill and his infinite 
kindness to people of all ranks and classes. It says much 
for Dr. Sandford that although he was a man of Unionist 
opinions, firmly held, and his career covered a stormy 
period in Irish history—he qualified in medicine in the 
year of the Phoenix Park assassinations—he managed to 
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keep the respect and affection of his neighbours in 
Southern Ireland, and indeed he was known far beyond 
his province of Munster. 

Arthur Wellesley Sandford was born in 1858 in the 
county of Tipperary, where his father was rector of 
Clonmel. He was educated privately at the rectory, and 
then went on to old Queen’s College, Cork, one of the 
three “ godless” colleges established in accordance with 
the Act of 1845, where he entered medicine, completing 
his studies at Trinity College, Dublin, and taking the 
M.D., M.Ch. of the Royal University of Ireland in 1882. 
Shortly afterwards he settled in Cork as a specialist in 
diseases of the eye and of the ear and throat. This was a 
bold thing to do in those days, for specialists were almost 
unknown outside London, Edinburgh, and Dublin, but he 
soon established a reputation. The poor of Cork used to 
say that he had the “holy hand.” For many years he 
was associated with the Cork Eye, Ear, and Throat 
Hospital, and organized the building of the new hospital 
which was opened in 1897. He also held until his death 
the position of consulting ophthalmic surgeon, Cork 
County Hospital. For many years he was professor of 
ophthalmelogy and otology, University College, Cork, 
and a member of the Board of Examiners for Medical 
Degrees, National University of Ireland, and Queen's 
University, Belfast. 

His distinction in the specialties he had chosen was 
widely recognized by his colleagues, not in Ireland only. 
In 1896 he was made president of the Laryngological and 
Rhinological Society of Great Britain, and in 1902 he 
became vice-president of the Otological Society and of the 
Ophthalmological Society, both of the United Kingdom. 
He was also a member of council of the Oxford Ophthal- 
mological Congress. He was the principal mover in the 
formation of the Irish Ophthalmological Society, and its 
first president in 1918-19. Dr. Sandford became a 
member of the British Medical Association on qualifica- 
tion, and remained such during his active practice of 
medicine. For one year, 1899-1900, he served on the 
Council. When the Association met at Dublin in 1887 
he was honorary secretary of the Section of Ophthalmo- 
logy, and at the London Meeting of 1895 and the Belfast 
Meeting of 1909 he was vice-president of the Sections of 
Laryngology and Ophthalmology respectively. 

Dr. Sandford was an active man in many fields. He 
was interested in the volunteer training movement. and in 
the boy scouts organization. No active sport came amiss 
to him. He was equally expert on the tennis court, on 
the bank of a salmon reach, and on the deck of a yacht. 
But he was a man of books also, and such quiet pleasures, 
with those of travel in his later years, played a large part 
in his life. He married in 1902 the widow of the ninth 
Lord Carbery. It proved an ideal union, and for many 
years Dr. Sandford and his wife were the most sought- 
after couple in Cork, giving distinction to every gathering 
they attended, and during the war they were unremitting 
in good works. Of later years failing health took him 
far from his beloved Ireland, but it was never out of his 
mind and his affections. 


HARRY GORDON SMITH, M.B., B.Cu., D.P.H. 


We regret to record the death of Dr. Harry Gordon Smith 
at Knightwick Sanatorium, Worcestershire, on May 6. 
He was the only son of Percival Gordon Smith, F.R.I.B.A., 
an architect who designed a number of institutions for the 
Local Government Board in various parts of the country. 
He was born at Willesden in August, 1876, and was 
educated at Berkhamsted School. He began his medical 
training at Trinity College, Cambridge, proceeding to St. 





Bartholomew’s, and obtained the degrees of M.A., B.Ch 
in 1901, M.B. in 1902, and the D.P.H. in 1909.  Afte 
qualification he was resident medical officer at the Wey 
London Hospital, assistant medical officer at the Lond 
Fever Hospital, and clinical assistant at the Royal Ey 
Hospital and the Evelina Hospital for Sick Children. 
1908 he was appointed medical superintendent of the King 
Edward VII Memorial Sanatorium, Knightwick, an 
started what was to prove his life’s work. 

Dr. Gordon Smith (writes a colleague) was one of the 
ablest clinicians on chest cases in the Midlands ; his 
services to Worcestershire as chief tuberculosis officer of 
the county and medical superintendent of Knightwick 
Sanatorium will be long remembered by medical men in 
Worcestershire and by a host of grateful patients who 
passed through his hands. His death leaves a blank which 
will be difficult to fill, and the Public Health Service has 
lost one of its best officers. I believe he loved the county 
of his adoption, and I am certain few men in Worcester. 
shire were held in such high esteem. At the simple funeral 
service the litthe Church of St. Mary, Knightwick, was 
filled with his friends. It was his own wish that neither 
mourning nor bought flowers should be in evidence, but 
his friends (not the least of whom were past and present 
patients) who were associated in that last tribute knew 
that there had passed an honest, kindly-man of the finest 
character, who gave his services willingly and freely to 
rich and poor alike with that courtesy, kindness, and 
understanding which made him the friend of all. Out 
standing characteristics for a man of such great ability 
were kindness and an unassuming manner. The name of 
Gordon Smith is well known to those who have taken 
part in the National Anti-Tuberculosis Campaign. That 
his judgment was sound is shown by the fact that his 
reports of more than a quarter of a century ago are as 
accurate to-day as when written. He was always to the 
forefront where progress could be made, but he never 
promised anything which he was not certain could be 
achieved. Although Dr. Gordon Smith’s chief interest 
in life was his work in the campaign against tuberculosis, 
he was very fond of outdoor life, particularly of shooting, 
fishing, golf, and cricket. 


R. P. WILLIAMS, M.D., M.R.C.P., D.P.H. 


On May 18 the School Medical Service lost one of its 
pioneers in Dr. Ralph Paul Williams, who died after a 
long illness at his home, at the age of 65. 


The son of the late Rev. Ralph Williams, vicar of 
St. Luke’s, Kilburn, R. P. Williams was educated at St. 
Paul’s School and at King’s College Hospital. In all he 
won no fewer than three gold medals, was first in his year 
throughout his career at the hospital, and was first in 
first-class honours in physiology and materia medica in 
the University of London. He was house-surgeon to Sir 
Watson Cheyne, whose prizes in surgery, both junior and 
senior, he had gained, and he took honours in surgery in 
the B.S. examination. After also serving as house-physi- 
cian and house-surgeon at the Royal Free Hospital, and 
house-surgeon at Great Ormond Street, he was assistant 
medical officer at Broadmoor Criminal Lunatic Asylum, 
and returned to King’s College Hospital as medical regis- 
trar and tutor. Settling in private practice at Slough, Dr. 
Williams took the D.P.H. of Oxford University, and in 
1906 became the first school medical officer and deputy 
medical officer of health of the City of Sheffield, an 
appointment in which he was able to develop many 
features of the school medical service, which was then 11 
its infancy. He was one of the earliest workers in open- 
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air education, in which he retained a life-long interest. 
Other innovations introduced by him at Sheffield were a 
school clinic for minor ailments and school shower baths, 
as well as a residential school for children with surgical 
tuberculosis. The teaching of hygiene was also one of his 
major interests. From 1907 to 1914 he was Professor 
of Public Health in the University of Sheffield, and later 
in life, in 1927, he became the lecturer on public health 
at King’s College Hospital, and in 1934 Chief Examiner 
in Hygiene to the Board of Education. In 1914 he left 
Sheffield to join the medical staff at the Board under Sir 
George Newman at Whitehall. 


During the war Dr. Williams saw much service in the 
Dardanelles, in Egypt, and in France with the R.A.M.C., 
but early in 1918 he was recalled to England and given the 
administrative charge of the medical arrangements of all 
flying stations in the United Kingdom with the rank of 
lieutenant-colonel R.A.F. Returning to the Board of 
Education in 1919, he was a divisional medical officer, and 
contributed many papers on open-air education, mental 
deficiency, and other school medical service subjects, alike 
to medical journals and to the reports of the Chief 
Medical Officer. The comparative pathology of man and 
the lower animals always greatly interested him, and as 
a Fellow of the Zoological Society he was a constant 
visitor to their laboratories. He was a vice-president of 
the International Committee for Open Air Education and 
had represented Great Britain and read papers at two 
international congresses. Equally at home in any society 
and well informed upon almost every subject, Dr. Williams 
had the advantage of an innate kindliness and cheerful- 
ness which, together with his great professional ability, 
rendered him a most acceptable representative of the 
Board and equally well liked by his students and the 
numerous representatives of the medical and educational 
services with so many of whom his diverse duties brought 
him in contact. 


In 1901 Dr. Williams married Mabel Grace, the 
daughter of Mr. J. J. Wheat of Sheffield, who survives 
him with a son and two daughters. His home life, like 
his medical career, was a most happy one. His unselfish 
pleasure in the achievements of others was a striking 
feature of a busy life lived in many different spheres in 
each of which he showed the same invariable kindness, 
geniality, and courtesy. 


C. T. SAMMAN, M.R.C:S. 


Past Master of the Society of Apothecaries 


Lieutenant-Colonel Charles Thomas Samman, R.A.M.C., 
died on May 17 at his house in Ventnor. He was the 
son of Mr. Alban Samman of Deddington, and was born 
in 1865. He received his medical education at the London 
Hospital and obtained the qualifications of M.R.C.S., 
L.A. in 1888 and then entered the R.A.M.C. He retired 
from the Service with the rank of lieutenant-colonel and 
began practice as a barrister, having been called to the 
Bar by the Middle Temple. Samman was made free of 
the Society of Apothecaries in 1888, and was promoted 
to the livery in 1891. In 1921 he was elected to the Court 
of Assistants, and thereafter devoted much of his time 
and energy to the affairs of the Society. He was elected 
lo the private Court in 1926 and became Master in 1928 ; 
he was re-elected to this office in the two succeeding years, 
and thus occupied the chair for a term which had not 
been equalled by a predecessor since 1620. To com- 
Memorate the event his portrait, painted by Mr. F. W. 
Elwell, A.R.A., was presented to the Society by his friends 
and colleagues. Samman had a big frame and a marked 





personality ; his interest was devoted more to the dis- 
pensation of hospitality and charity and to the civic asso- 
ciations of the Society than to the academic matters with 
which it has to deal as a medical licensing corporation, 
but he was always willing to support the proposals of his 
progressive colleagues. He expressed his opinions forcibly, 
sometimes more forcibly than was appreciated by those 
who differed from him, but he seemed to be actuated by 
motives which rightly or wrongly appeared to him to be 
in the interest of the Society. 

In 1893 he married the daughter of Mr. James Galloway, 
and by her had a son and a daughter ; in 1931 he married 
again Louisa Harriet Pfander-Swinborne, who survives him. 


Professor STEPHANE LepDuc of the School of Medicine 
of Nantes, who has died at the age of 86, was the senior 
corresponding member in the section of biology of the 
French Academy of Medicine. He was a_ prodigious 
worker whose discoveries in biology and physics created 
mild sensations from time to time. About the beginning of 
this century he took an enthusiastic interest in his so- 
called “ electrical sleep ” and in the electrophysiology of the 
central nervous system. Though he did indeed succeed in 
inducing sleep in himself and in certain experimental 
animals by means of a low-tension galvanic current which 
came to be known as Leduc’s current, hopes of achieving 
surgical anaesthesia by this means were dissipated in 1907 
by investigations at the Beaujon Hospital, where the 
dividing line between “electrical sleep” and convulsions 
or coma was found to be very frail. Leduc also did 
apparently promising work on the electrolysis of various 
ions in the therapeutic field. 


Correction.—In the obituary notice of Dr. E. W. Twining (May 
20, p. 1060) two or three small errors need correction. His grand- 
father practised in Walthamstow; his father, Alfred Twining, 
practised at Salcombe, and so did his uncle, Vincent Wing Twining. 








UNIVERSITY OF CAMBRIDGE 


The following awards have been made to members of the 
will shortly proceed to appoint two University Demonstrators 
in Anatomy. Full particulars may be obtained from Dr. 
F. J. W. Roughton, Department of Physiology, Cambridge, 
to whom applications should be addressed by June 17. 

The E. G. Fearnsides Scholarship for clinical research on 
Organic diseases of the nervous system is open to members 
of the University or of Girton College or Newnham College 
who are graduates or titular graduates in medicine, or to 
graduates or titular graduates in arts who have passed Part II 
of the Natural Sciences Tripos. Applications must be sent to 
the Registrary before June 24. 

Two Frank Edward Elmore studentships for research in 
medicine are now open to male graduates of any university 
who were born in any country within the British Empire other 
than Scotland. The students appointed will work in the 
Department of Medicine of the University of Cambridge 
under the direction of the Regius Professor of Physic. 
Commencing salary £300 a year: appointment for two years 
in the first instance. 


UNIVERSITY OF LONDON 


At a meeting of the Senate, held on May 17, Dr. Samuel 
Nevin was appointed to the University Chair of the Pathology 
of Mental Disease tenable at the Maudsley Hospital. He will 
take up his duties in September. 

Patrick D. F. Murray, D.Sc., was appointed to the Univer- 
sity Readership in Biology tenable at St. Bartholomew's Hos- 
pital Medical College, as from October 1. 

The title of Professor Emeritus of Medicine in the University 
was conferred on Dr. T. R. Elliott, C.B.E., D.S.O., -F.R.S., on 
his retirement from the Professorship of Medicine and the 
Directorship of the Medical Unit at University College Hos- 
pital Medical School. 

Professor W. E. Le Gros Clark, D.Sc., F.R.C.S., F.R.S., has 
been appointed to the University Chair of Anatomy tenable 
at University College, as from October 1. 
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Two lectures entitled (1) “ The Present Status of our Views 
on Human Evolution” and (2) “The Racial Fallacies and 
Realities of European Peoples” will be given by Dr. A. 
Hrdlicka, curator of the Division of Physical Anthropology 
at the National Museum, Washington, at University College, 
Gower Street, W.C., on May 31 and June 1, at 5 p.m. The 
lectures, which will be illustrated with lantern slides, are 
addressed to students of the University and to others 
interested in the subject. Admission is free, without ticket. 
Dr. Hrdlicka was prevented by illness from giving the lectures 
in April. 

LONDON SCHOOL Of HYGIENE AND TROPICAL MEDICINE 

The following awards have been made to members of the 
classes in tropical medicine and hygiene: 

Balfour Studentships: Dr. P. E. C. Manson-Bahr, Dr. C. McT. 


Hopkins. Duncan Medal: Dr. L. M. Sanghvi. Lalcaca Medal: 
Dr. A. ©. &. Cok. 


SOCIETY OF APOTHECARIES OF LONDON 
The following candidates have satisfied the examiners at the 
examination indicated: 
Masrer OF Mipwirery.—Kenneth Arthur Evans, L.R.C.P. and 


S.1., Miriam Kathleen McCallum, M B., Ch.B., Harold Mitcheli 
Rees, M.B., B.S., Charles Victor Salisbury, F.R.C.S.Ed. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 
At a meeting of the Royal College of Surgeons of Edinburgh 
held on May 15, with Mr. W. J. Stuart, President, in the 
chair, the following, having passed the requisite examinations, 
were admitted Fellows: 

S. S. Peikoff, R. S. Garden, A. H. R. Champion, H. A. Cowan, 
C. W. Furner, R. J. M. Galloway, R. Gowans, A. B. Hamer, 
S. Hazra, E. Henderson, S. J. Hoffman, P. Hogan, F. E. Ingle, 

N 2 


W. G. McDavid, C. McDermott, J. P. Middlebro’, I. C. 
Middleton, I. Norwich, J. O’Brien, B. N. Purandare, B. Reeves, 
H. T. Richmond, C. S. Russell, § N. Smith, S. Sutton, 


G.C V. Thomson, B. L. Wilson. 


The Henry Arthur Dalziel Ferns Bursary and the Ivison 
Macadam Memorial Prize were awarded, after competitive 
examinations in organic chemistry in its application to medicine, 
and in inorganic and organic chemistry in its application to 
medicine, respectively, to A. Helfman. 

The Bathgate Memorial Prize was awarded, after a com- 
petitive examination in materia medica and therapeutics, to 
T. Tuller. 


Medico-Legal 





USE OF TITLE ** DOCTOR” 


In order that the public may be able to distinguish 
between a qualified and an unqualified practitioner, the 
Medical Act, 1858, s. 40, enacted a penalty for any person 
who wilfully and falsely pretends to be, or uses the name 
or title of, “a physician, doctor of medicine, licentiate 
in medicine and surgery, bachelor of medicine, surgeon, 
general practitioner or apothecary, or any name, title, 
addition or description implying that he is registered under 
this Act, or that he is recognized by law as a physician or 
surgeon, or licentiate in medicine and surgery, or a practi- 
tioner in medicine or an apothecary.” The question 
whether a practitioner whose name is not on the Register 
may use the word “ doctor ™ is still unsettled. 


The London and Counties Medical Protection Society 
recently’ prosecuted before the Worthing Bench one Francis 
D. Deacon, who described himself as an osteopath and _ bio- 
psychologist, of Cambridge Road. Worthing, for using the 
description “doctor” although he was not on the Medical 
Register. Mr. J. Amphlett, who appeared for the society, 
said that Deacon practised at Worthing and at Brighton, and 
last autumn had fiooded Worthing with leaflets which con- 
tained an article in which he attempted to set out that he had 
nothing to do with anything under the Medical Act. Deacon 
stated on another page that he held diplomas of the British 
School of Osteopathy and the Taylor School of Bio- 
Psychology. In copies of letters from patients and in the 
captions of photographs he was styled “ Dr.” Mr. Amphlett 


' Daily Telegraph, May 4. 
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submitted that by the use of the word ~ Dr.” Deacon wilfulh 
and falsely pretended to be registered. Mr. V. H. O. Jackson 
submitted that there was no case to answer in law: a doctor 
was not necessarily a practitioner of medicine, and the use of 
that title did not infringe the Medical Act. The Bench upheld 
this submission, and refused to state a case for the Divisional 
Court. 

A few years ago the Brighton Bench, on a prosecution 
by the Medical Defence Union, convicted a defendan 
who used the title “ Dr. Deacon” on a plate outside his 
premises. There is thus obviously a conflict of opinion 
among magistrates, and the sooner the point is pronounced 
on by the High Court the better. 


AUTHORITY’S LIABILITY FOR SCHOOL CLINIC 


The question arose at Manchester Assizes in March whether 
a local education authority is liable for the negligence of the 
medical staff of one of its school clinics. A schoolboy 
through his father, sued the Manchester Corporation’ for 
damages, alleging negligence in the treatment of a fractured 
arm, and saying that the doctors and nurses of the clinic wer 
servants or agents of the corporation. He complained, among 
other things, that he had suffered dermatitis from the appli- 
cation of an ointment. A dermatologist, giving evidence for 
the boy, said that the condition was probably due to an 
idiosyncrasy. The learned judge did not hear the evidence 
of the corporation, for he allowed a submission by its counsel 
that the corporation Was not liable in law for the negligence 
of its clinic staff, its only duty being to appoint efficient medical 
officers and nurses. Counsel for the boy said that there had 
been no decision at all by the courts under the Education Act, 
1921, s. 80. This section lays on the local education autho- 
rity a duty to make or otherwise to secure arrangements for 
attending to the health and physical condition of its children, 
and to provide for their medical inspection at certain times, 
He contended that the negligence alleged had been committed 
in the performance not of a matter of professional skill but of 
@ ministerial or administrative duty,.in the sense of Hillyer y, 
St. Bartholomew’s Hospital (1908, 2 K.B. 820), and that the 
council were therefore liable if negligence were established. 
The doctors, he said, had failed not to diagnose the condition 
but to use the facilities placed at their disposal by the authority. 


Mr. Justice Croom-Johnson, however, did not agree that the 


alleged negligence was purely administrative. He construed 
the Education Act as throwing a duty on the education autho- 
rity to provide for medical inspection. not to give it. The 
liability of an authority providing such a service is merely 
to appoint competent persons. Although he considered very 
anxiously whether he ought to hear the whole case and see 


whether the negligence on which the action was based had, 


really been committed, he decided to allow the submission of 
the authority that it was not in any event liable in law. He 
therefore gave judgment for the corporation, who did not ask 
for costs. 





IRREGULAR DETENTION IN MENTAL WARD 


An unemployed ship’s steward was sent to the Whiston Institu- 
tion, near Liverpool, by a relieving officer on a_three-days 
detention order. The medical officer, acting as he thought in 
the man’s own interests, detained him for eleven days, although 
he was not certified. The man sued the Lancashire County 
Council, the medical officer, and the chief attendant for un- 
lawful detention, and thé Council was unable to deny that its 
servants had acted unlawfully. Mr. Justice Stable said in his 
summing-up* that it was of the utmost importance to the 


public that these institutions should be properly conducted. He. 


remarked also that the jury might think it significant that the 
medical officer had destroved his notes, and might think that 
the doctor had never examined the man or formed any judg: 
ment about his condition. The jury awarded £1,500 damages, 
with costs. 


» Ball v. Manchester Corporation. Manchester Guardian, 
March 17, 1939. 
2 Times, February 25, 1939. 
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The House of Lords this week passed the Public Health 
(Coal Mine Refuse) (Scotland) Bill, with amendments. 
The Camps Bill was read a third time by the House of 
Lords on May 18. 

The Committee stage of the Civil Defence Bill was 
resumed this week in the House of Commons. 


Military Training Bill 


On May 18 the House of Commons further considered the 
Military Training Bill. A new clause (Application to Scotland) 
was added to the Bill. This, among other purposes, provided 
for the exemption of lunatics, criminal lunatics, and mental 
defectives so classified under the relevant statutes effective in 
Scotland. On Clause. 2 (Exemption of certain classes of 
persons) a parallel exemption was made for England. Persons 
registered as blind were also exempted. Further amendments 
were made, after which the Bill was read a third time. It 
received a first reading in the House of Lords on May 19. 

The Military Training Bill and the Reserve and Auxiliary 
Forces Bill were read a second time in the House of Lords 
on May 22. 


Receiving Areas for Evacuated Population 


Dr. ELLIOT announced on May 18 that in the scheme for 
evacuating population in emergency the boroughs of Chester- 
field, Dover, Goole, Hedon, Rugby, and Scunthorpe would 
not be required to act as receiving areas under present con- 
ditions, nor would the urban districts of Bolsover, Dronfield, 
Leyland, and Staveley. He intended to review the classifica- 
tion of the following: 

County Boroughs.—Coventry, Derby, Grimsby, Middles- 
brough, Nottingham, Rotherham, South Shields, Sunderland, 
Tynemouth, and West Hartlepool. 

Boroughs.—Hartlepool, Jarrow, and Wallsend. 

Urban Districts —Felling, Hebburn, and Whickham. 

Portions of certain areas on Thames-side or on the borders 
of the Metropolitan evacuation area and also in the neighbour- 
hood of Birmingham would be included in the review. 


Farm Employment of Mental Defectives 


On May 22 Mr. BeRNays informed Mr. T. Williams that 
arrangements for mental defectives to be sent out on licence 
to work on farms were made by the medical superintendent of 
the institution with the concurrence of two members of the 
committee of management. They were responsible for seeing 
that the conditions of employment were suitable, and it was 
their duty to keep themselves informed of the circumstances 
under which the defective was working. He could not state 
the number of institutions, whether provided by local autho- 
ities or voluntary bodies, which had made such arrange- 
ments, 


Medicine Stamp Duties 


A deputation from the Conservative Parliamentary Health 
and Housing Committee met Sir John Simon on May 22 and 
presented objections to the unconditional removal of the 
Medicine Stamp Duties. It suggested that Sir John should 
either propose something in place of these duties or give the 
House of Commons a promise to deal with the matter. Sir 
John’s reply indicated no change from the decision to abolish 
the duties unconditionally. Sir Francis Fremantle introduced 
the deputation, which included five members of the recent 
— Committee which reported upon the Medicine Stamp 

uties. 


On May 23 Sir RALPH GLYN asked whether the Minister of 
Health was satisfied that the proposal in the Finance Bill to 
fepeal the tax on proprietary medicines was in the interest of 
the health of the nation, and what steps he proposed to take 
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to exercise control of the sale of secret remedies. Sir Ralph 


said that if the repeal were effected there would be no in- 
centive or necessity for makers to disclose the formulae of 
such remedies nor any restriction, other than that imposed 
by the Poisons and Pharmacy Act, upon their recommenda- 
tion and sale by all and sundry. Mr. BerNays said Dr. 
Elliot did not think the repeal of the Medicine Stamp Duty 
should have any adverse effect on the health of the nation. 
The question whether any further control should be imposed 
on the sale or advertisement of proprietary medicines was 
engaging Dr. Elliot’s attention, but he could not undertake 
to introduce legislation on the matter at present. 


Peckham Health Centre 


Dr. SUMMERSKILL suggested on May 22 that owing to 
financial difficulties the Pioneer Health Centre, Peckham, 
would be forced to close unless help was forthcoming. Mr. 
KENNETH LINDSAY replied that the Ministry of Education 
knew the valuable pioneer work done at this centre and of 
the difficulties it was encountering. The only way to secure 
for it public financial support under the Education Act would 
be a grant from the London County Council to the centre as 
a community centre. Expenditure for this purpose would 
attract grant from the Board at the rate of 50 per cent. 


A.R.P. Medical Services : Division of Responsibility 


The Parliamentary Medical Committee was addressed on 
May 22 by Dr. HAMMER, medical adviser to the Home Office. 
He spoke on the difficulties of co-ordinating the Home Office 
and Ministry of Health responsibilities for medical A.R.P. 
work, and said some clear distinction was necessary. The 
Home Office would be responsible for the “street parties ” 
who would render first aid, and the Ministry of Health for 
the “hospitals of first reception.” Street parties would treat 
people forthwith for shock or haemorrhage and should receive 
instruction in this work, as the “ parties’ would not be accom- 
panied by doctors. The “ parties” must decide whether the 
cases should go to first-aid posts or to “hospitals of first 
reception.” First-aid “parties” would have vehicles and 
would be under the area control officer. Up to the present 
the fitting in of Home Office and Ministry of Health organiza- 
tion for medical A.R.P. was not completed. 


Medical Examination in Scottish Prisons ——Replying on May 
16 to Mr. Thomas Henderson, Mr. COLVILLE said that in 
Scottish prisons the prison medical officer examined all 
prisoners as soon as possible after their reception, recorded 
their state of health, including their physical condition, and 
classified them for work. Pending this examination prisoners 
were sometimes employed on light duties. Replying on the 
same date to Sir Thomas Moore, Mr. Colville said that in 
Scottish prison dietaries from the beginning of April, 1939, 
whole milk had been substituted for skimmed milk for all 
purposes. 


Use of Explosives in Coal Mines——On May 16 Mr. LLoyp 
informed Mr. J. Griffiths that the official tests for permitted 
explosives in coal mines did not include a specific test of the 
gases evolved on firing. Manufacturers were aware that ex- 
plosives which were specially liable to evolve harmful gases 
would not pass the tests. The nature and concentration of 
the fumes from shotfiring in actual practice and the possibility 
of harmful effects on the lungs were being studied in the 
course of the investigations in progress in South Wales under 
the Industrial Pulmonary Diseases Committee of the Medical 
Research Council. 


Provision of Pit-head Baths——During 1938 forty-seven new 
pit-head bath installations and six extensions accommodating 
nearly 56,000 persons were completed in Great Britain. At 
the end of that year pit-head baths had been provided, or 
were under construction, for 416,886 persons at 334 collieries. 
Arrangements have been made to place contracts in 1939 for 
thirty-seven new bath installations accommodating 35,548 
persons. Contracts to be placed in 1940 will probably pro- 
vide accommodation for 45,000 persons. 
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The Glasgow University Club, London, will dine at the 
Trocadero Restaurant, London, W., on Friday, June 2, at 
7.15 for 7.30 p.m., with Mr. George H. Edington in the chair. 
Any Glasgow University men who, though not members of the 
club, desire to attend are requested to communicate with the 
honorary secretaries, 62, Harley House, London, N.W.1. 


The L.C.C. Assistant Medical Officers Committee of the 
Metropolitan Counties Branch of the British Medical Asso- 
ciation has arranged a meeting to be held at B.M.A. House, 
Tavistock Square. W.C., on Wednesday. May 31, at 8.45 p.m., 
when there will be a discussion on “ Experience in the Clinical 
Use of Drugs of the Sulphonamide Group,” to be opened by 


Dr. J. H. Simmons, followed by Dr. L. J. M. Laurent and 
others. The meeting is open to all assistant medical officers 
of the L.C.C. 


The King Edward's Hospital Fund for London has made 
arrangements for a second series of tours of Royal Palaces 
and other historical buildings. These privileged visits will 
take place on June 7. 14, and 30. July 14 and 19, and 
August 9. Tickets are 7s. 6d. each visit (river trip, 10s.). 
Communications should be addressed to the secretary of the 
Fund, 10, Gld Jewry, E.C.2. 


* Co-ordination between Local Authorities and the Ministry 
of Agriculture in the Administration of the Agricultural Act, 
1937 (Part IV)” and “ The Role of the Health Department in 
Air Raid Precautions Organization” are to be discussed at 
a sessional meeting of the Royal Sanitary Institute which is 
being held in conjunction with the Welsh Branch of the 
Society of Medical Officers of Health and the South Wales 
and Monmouthshire Centre of the Sanitary Inspectors Asso- 
ciation at Newport (Mon.) Town Hall on Friday, June 2. at 
5 p.m. The first of the subjects will be introduced by Dr. 
Gwyn Rocyn Jones, and the second by Mr. C. J. Burr. 


The twenty-eighth Congress of the German Society for 
Forensic and Social Medicine and Criminal Statistics will be 
held at Bad Ischl from May 30 to June 2, under the presidency 
of Professor Buhtz of Breslau. 


The eighth French Congress of Gynaecology will be held 
at Lille from May 27 to 30, when the chief subject for dis- 
cussion will be “ parthenology.” Further information may be 
obtained from the general secretary, Dr. Maurice Fabre, 
1, Rue Jules-Lefébre, Paris, 9e. 

In our advertisement columns this week the University of 
London invites applications for the University Chair of Patho- 
logy tenable at St. Thomas's Hospital Medical School. The 
salary attached to the post is £1.200 per annum. 


The Journal of Nervous and Mental Disease for April is 
a special anniversary issue commemorating the thirty-fifth 
year of editorship of Dr. Smith Ely Jelliffe. Among other 
contributions it contains an introductory article by Dr. Adolf 
Meyer and appreciations of Dr. Jelliffe by Dr. A. A. Brill, 
Dr. H. A. Riley, Dr. R. H. Hutchings, and Dr. L. Casamaijor. 
Lastly there is an autobiographical account by Dr. Jelliffe 
himself under the title of “The Editor Himself and_ his 
Adopted Child.” 


The /nternationale Zeitschrift fiir Psychoanalyse und Imago, 
which was temporarily suspended, resumed publication in 
March. The present address is 96, Gloucester Place, W.1, and 
the price is 34s. a year. 

The following were elected Honorary Fellows of the Royal 
Society of Medicine on May 16. British Honorary Fellows: 
Professor William Bulloch, F.R.S., and Sir Cuthbert Wallace. 
Foreign Honorary Fellows: Dr. Alexis Carrel (New York), 
Professor C. G. Jung (Zurich), Professor Charles Laubry 
(Paris). Dr. Max Neuburger (Vienna), Professor J. Schoemaker 
(The Hague). 

The name of the National Birth Control Association has 
been changed to the Family Planning Association. 
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Infectious Diseases for the Week We 
The incidence of scarlet fever in England and Wales op. Figt 
tinues to increase; the number of notifications is almoy (london 
identical with the median value for the last nine years, by lst 9 ye 
is less than that of the corresponding week last year. Lond, Figu 
did not share in the increase of cases; this was due, in large Wales (i 
part, to an epidemic of scarlet fever in Lancaster, chiefly jn i Eire. 
Liverpool and the municipal borough of Crosby. Notifications Ad 
in Lancaster rose from 283 to 496, of which 24 (5) were j,§@§— 
Bootle, 30 (28) in Manchester, 84 (42) in Liverpool, and 17 
(58) in Crosby. At the time of going to press there have 
been 231 cases in the Crosby area, with 1 death. The 
feature of the epidemic has been that approximately 70 per 
cent. of the cases are in adults, and it is assumed that children ff Cerebro 
escaped by virtue of their having been actively immunized§ Death 
against scarlet fever. Generally speaking, the disease has been § —. 
of a mild type, and recent reports indicate that the epidemic Dighthe 
: nae ‘gas : Death 
is now waning. Notifications in Scotland have fallen from§  — 
285 to 250, and have risen in Eire from 51 to 59 and inf Dysente 
Northern Ireland from 73 to 101. Deatl 
Compared with last week, whooping-cough has been more Encephi 
prevalent in London, Scotland, and Northern Ireland, but the§ Deatl 
increases are small and do not suggest that the disease js eae: 
likely to attain epidemic proportions, Deat 
Smallpox in Asia, 1938 Ensipe 
No epidemics of importance were reported in Asia in 1938, § Deatl 
apart from local epidemics in India, China, and Indo-China, in infectiv 
é ; : aa : ectiV 
which the disease is endemic. In British India and Burma} peat 
91,000 cases were reported in 1938, and 105,000 in the previous f ——— 
year—lower than the average of over 200,000 cases for the § Measles 
previous four years. Mortality was high; the disease remains Deat 
very fatal in India. In 1936, the last year for which records Ophtha 
are available, there were 105,000 deaths in a population of § Deat 
282,000,000 persons, corresponding to a rate of 37 per 100,000 §-—— 
persons living. In recent years the number of primary vaccina- § eum 
tions has increased, reaching 11,000,000 in 1936 for 10,000,000 _Deat 
births, but the disease remains fatal for children, as 13 per § Preum 
cent. of the deaths were in infants and 23 per cent. inf Deat 
children from 1 to 10 years of age. holio-e 
During the year small-pox was very prevalent in China} peat 
and in the southern provinces and the Yangtze Valley, but | -—— 
the available data are incomplete. In the province of South Poliom 
China the highest number was recorded in March, and in this Deat 
month 2,000 cases were reported in the Kwantung Province § pyrpe 
and over 150 in Kwangsi Province. The Hong-Kong epidemic § Deat 
was the worst in the history of the Colony ; 2,252 cases were $#—— 
recorded in the first half of the year, the peak being reached ~ 
between March 6 and 19. The apparent case-fatality rate sa 
appears to have been as high as 78 per cent. During the first J Relaps 
nine months of the year sporadic cases were reported at J Dea 
Shanghai, but in November the disease acquired epidemic itn 
characters, and the peak was reached in the International ~ 
Settlement and French Concession in the week ended Decem- §—— 
ber 19, with 339 cases. The case-fatality rate for the yeat § Small- 
among the Chinese population was 35.5 per cent. The Dea 
epidemic in French Indo-China exceeded in magnitude that of Typhu 
1934—7,026 cases compared with 4,598. ‘The epidemic reached ] ‘De, 
its peak in March in Cambodia (305 cases) and in April in }—— 
Tongking (991 cases). The fatality rate was 19.5 per cent. In Whoo 
Siam the disease was reported in six provinces, compared Dea 
with five provinces in 1937 and one province in 1936. These # Death 
provinces are situated in the north-east of the country border- § Infe 
ing on the frontier of Laos. The apparent case-fatality rate Death 
was 32.6 per cent. In Turkey an epidemic of small-pox rw 
appeared in the last quarter of the year, chiefly in the vilayets 
of Kayseri (251 cases) and Marash (266 cases), situated in the J Live t 
south-east of Ankara, and during this period the total of 639 § Am 
cases were reported, compared with 2 in the previous quarter Sillb 
and none in the first half of the year. During the years 1931 Fp, 
to 1937 the annual number of cases reported was less than 300 | —— 
a year. For this period the apparent case-fatality rate was a 
13.7 per cent. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended May 13, 1939. 
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Wales co;.f Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for : (a) England and Wales 
is almoy@ London included). (b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. Median values for the 
years, by ist 9 years for (a) and (b). 

r. London Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for : (a) The 126 great towns in England and 

1e, in laze § Wales (including London). (b) London (administrative county). (c) The 16 principal towns in Scotland. (d) The 13 principal towns 
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All communications in regard to editorial business should be 
addressed to THe EDITOR, BritisH Mepicat JOURNAL, B.M.A., 
House, Tavistock Sauarte, W.C.1. 

ORIGINAL ARTICLES and LETTERS torwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journa! must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

ADVERTISEMENTS.—AIl communications should be addressed 
to the Advertisement Manager (office hours 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 

The TELEPHONE NuMBER of the British: Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Fireann (1.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin; telephone 62550 Dublin.) 


QUERIES AND ANSWERS 
Relief of Itching with Jaundice 


*“ A. K. T.” asks for suggestions for relief of general itching in 
a male patient aged 65, who for a year has been suffering 
from jaundice. The cause of the jaundice cannot be definitely 
ascertained, but it is almost certainly obstructive, not 
malignant. The colour of the skin is not excessively yellow, 
and there is no other skin trouble. Can anything be done 
to relieve the itching? Calamine lotion is only _ partly 
effective. 


Air-swallowing 


Dr. A. DANGERFIELD (Dorset) writes in reply to Mr. D. Stanley- 
Jones (May 6, p. 962): I know of only one method to break 
this troublesome and sometimes even dangerous habit. The 
following simple treatment has never failed me in a genuine 
case of air-swallowing. The methcd is based on the fact 
that the patient cannot swallow air with the mouth fairly 
wide open. The apparatus required is a wine cork, tied 
firmly to a piece of string, which is worn round the neck. 
Whenever the patient has a desire to swallow air she must 
immediately place the cork between her molar teeth and 
wait until the desire has completely passed away. Of course, 
as in other treatments, the co-operation of the patient is 
absolutely essential, but I have never found that this was 
not forthcoming. The improvement in health in one or 
two of my cases has been most dramatic. 


Income Tax 
Car Allowance—Rent-free House 
“Pp. B.” is employed as a salaried assistant, and has a car 
expenses allowance of £50 a year and a house rent and 
rates free. Last year he bought a new H. 10 costing £169, 
giving in part exchange for £55 a F.8 car for which he had 
paid £75. What can he claim? 

* * The actual expenditure incurred, always the maximum 
allowance, is £169 — £55 = £114, but from this must be 
deducted an amount representing the element of improve- 
ment rather than strict replacement; the improvement, or 
capital, element is apparently £169 — £75 = £94, so that the 
net cost of replacement would be £114 — £94 = £20. Where 
an employee receives a car allowance it is usually difficult 
to prove that a larger expenditure is necessary taking one 
year with another, and unless.“ P. B.” is prepared to produce 
evidence of necessary expenditure in future years we doubt 
the advisability of making a claim for one year when 
special expenditure is incurred ; but of course he will take 
that into account. He is not assessable in respect of the 
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rent-free house—presumably his employer pays the tax op 
the Schedule A assessment and treats the amount of tha 
assessment (but not the tax) as a professional expense. 


LETTERS, NOTES, ETC. 


Treatment of Common Cold 


Dr. R. H. P. Hick (Bracknell, Berks) writes: I notice that 
the daily press states that the L.C.C. may appoint someone 
whose name | forget to investigate the cause of the common 
cold, and, if possible, to find a cure. I have been a sufferer 
all my life from severe attacks of the common cold, always 
two or three every winter, with and without a rise of tem- 
perature. These attacks have always completely prostrated 
me, and it is at least three weeks before 1 am well again, 
] always develop an incessant painful cough. At the begin- 
ning of autumn, 1937, 1 teok sulphanilamide right at the 
onset of my first cold. I had all the usual symptoms when 
I] woke up—shivering, pain in nasopharynx on swallowing, 
blocked nose, and a dry cough. I took two 7$-grain tablets 
and two more at four-hourly intervals until | had taken 
eight, and then six the day after. This was at 8.30 am, 
By 1 p.m. my shivering had disappeared and I felt well 
again, and by bed-time very little trace was left. Next 
morning there was a slight exacerbation, but in the evening 
all trace had disappeared. I have done the same at the 
onset of every cold since and have aborted them all within 
twenty-four hours. My sons are also very susceptible to 
colds and have aborted all theirs in the same way. As for 
patients, | have found it almost impossible to get them to 
take the drug early enough and in sufficient dose, but the 
one or two who have had the intelligence accurately to 
follow out instructions have aborted their colds with no 
difficulty. 1 am quite satisfied that there is no need to look 
further for a cold cure. 


Post-menopausal ‘‘ Menstruation ’’ induced by Stilboestrol 


Dr. F. Dickson (Birmingham) writes: In view of Dr. M. 
Ghosh’s note in the Journal of April 22 (p. 856) similar 
results following the use of stilboestrol which I have had 
may be of interest. The first patient was treated with 
stilboestrol for senile melancholia. She is 73 years old and 
has not menstruated since she was 52, until having a 
* period ” lasting six days. The second is 67 years old, and 
had the menopause twenty years ago. She is an unmarried 
woman, and has had no uterine haemorrhage since menstrua- 
tion ceased until now, after the administration of the com- 
pound. In recent papers good results in chronic rhinitis 
and ozaena have been reported (results which I have also 
obtained), and in view of, this a third case is interesting. 
This unmarried woman is 44 years old, and is having 
infrequent and scanty periods, probably associated with the 
menopause. She has asthma and rheumatoid arthritis, 
which have shown recent exacerbations, and stilboestrol was 
given to tide her over this time. After this therapy she had 
three sharp attacks of epistaxis, and stated that she had 
no recollection of her nose bleeding previously. The 
mucosa was turgid at the time, and the bleeding seemed to 
be due to oozing from Kesselbach’s area. No_ pelvic 
abnormality has been found in any of the patients, and 
marked clinical improvement has resulted in each case. 


Medical Golf 


The ninth spring meeting of the Sussex Medical and Dental 
Golfing Society was held on May 7 on the links of the 
Goring Hall and Ham Manor Golf Club, Angmering. The 
morning prize of the Rolls Hoare Cup was won by F. E. 
Graham-Bonnalie with a score of 82 — 11 = 71, and A. C. 
Rumsey was second with 83 — 8=75. The afternoon 
round, a four-ball foursome, resulted in a tie between Drs. 
Drury and Mercer and Scott Page and Wallace. 


Disclaimer 


Dr. C. W. BUCKLEY writes: My attention has just been drawn 
to an article in the Manchester Evening Chronicle of May 
15 based on information obtained from me in an interview. 
I was asked by the paper in question to give an interview. 
and in view of the importance of the public receiving proper 
advice on the management ef rheumatic diseases | agreed, 
but stipulated that neither my name nor any means by 
which | could be identified should be allowed to appear. 
The promise was given but has been flagrantly disregarded ; 
I shall know better in future. 
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